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Control this vaginal symptom triad 


I. Vaginal Discharge 
2. Vaginal Odor 


3. Vaginal Pruritus 


1. Control Discharge: 
Control of leukorrhea and vaginal infections due to trichomonas, 
monilia or non-specific organisms is possible with CHLtorociiNne 
Duchettes.* Simultaneously, healthy vaginal flora is promoted, 
and lactic acid production and physiologic restoration 

of vaginal acid pH are fostered tending to prevent return 

of infection and discharge. 


2. Control Odor and 3. Control Pruritus: 


When applied topically, chlorophyll is recognized as an active 
deodorant and as an effective antipruritic.”* * 


The beneficial healing properties of water-soluble chlorophyll 
derivatives are also well established? and are a valuable aid 

in the treatment of endocervicitis, cervical erosions, and vaginitis 
as well as following electro-coagulation of the cervix. 


CHLOROGIENE is presented exclusively to the medical profession. Your 
prescriptions are invited: 18 individual dosage packets to the box. (1) Klein, 
L. L.: Control of Leukorrhea, Leukorrhea Odor and Pruritus by Chlorophyil-Lactose 
Douche, Quarterly Review of Surgery, Obstetrics and Gyne gy, 4:226, 1952. 
(2) ¢ n n Pharmacy and Chemistry: New and Nonofficial Remedies 
.A.M.A., 146:34, 1951. (3) Severinsson, Chlorophyll, Svenske 
Lakartidningen, 49:2939, 1951. 
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FOREWORD 


The Quarrerty Review or Surcery, AND GYNECOLOGY provides a 
systematic plan, organized for the purpose of making available a concise and 
authoritative presentation of the current progress, trends, and attitudes in all 
branches of surgery and the surgical specialties. Compiled from every dependable 
source, this plan covers all state, national, and special journals as well as the bul- 
letins, reports, etc., of the clinics and hospitals, Presented briefly but without 
sacrificing essential detail, these highly significant data are further enhanced by 
comments of the members of the Editorial Board, based upon the summarizing of 
their own clinical experiences as well as those of other recognized authorities. All 


data of the Surgery Section of the journal are classified and published under the 
following headings: 


1. Anesthesia and Analgesia 10. Abdominal Surgery 10—H. Pancreas 


2. Preoperative and Post- 10—A. Abdominal Wall 10—I. Spleen 
operative Therapy 10—-B. Hernia 11. Proctology 
3. ‘Tumors 10—C. Peritoneum 2. Genitourinary Surgery 
4. Neurosurgery 10—-D. Stomach and 13. Gynecologic Surgery 
5. Head and Neck Duodenum 14. Vascular Surgery 
6. Plastic Surgery 10—E. Intestines 15. Orthopedic Surgery 
7. Thyroid and Parathyroid 10—F. Appendix 16. Traumatic Surgery 
8. Thoracic Surgery 10—G. Liver and Biliary 17. Miscellaneous 
. Breast Tract . Book Reviews 


It is believed that the above outline will assist the reader quickly to locate 
articles of current interest and will prove most helpful in making readily available 
the references necessary in the compilation of bibliographies on surgical subjects. 
Under each classification, immediately following the abstracts, there are published 
references to current articles not abstracted. Classification for Obstetrics and 
Gynecology is as follows: 


OBSTETRICS GYNECOLOGY 


Normal Pregnancy Including Diagnostic ‘Tests The Menstrual Cycle 

Pathologic Pregnancy The Vulva and Vagina 

Ectopic Pregnancy, Hydatid Mole, The Uterus Including Cancer 
Chorionepithelioma of the Uterus 

Normal Labor Including Anesthesia The Adnexa (Physiology and Pathology) 
and Analgesia Operative Gynecology 

Pathologic Labor Including Sterility and Fertility 
Operative Obstetrics Female Urology 


Pathology of Newborn 
The Puerperium 
MISCELLANEOUS 


BOOK REVIEWS 


A safe tranquilizer-antihypertensive 


Serpasil 


(RESERPINE 


A pure crystalline alkaloid of Rauwolfia serpentina 


Serpasil, a pure, crystalline, single alkaloid of 
Rauwolfia serpentina, produces mild, gradual, sus- 
tained lowering of blood pressure without unde- 
sired effects from unknown alkaloids of the whole 
root. Other advantages: 


® Effective alone or in combination with other 
antihypertensive agents. 
® Uniform potency. 
® Predictable therapeutic results. 
® No tolerance developed, or toxic effects re- 
ported; no contraindications; no serious side 
effects. 
Virtually every hypertensive patient may be 
treated with Serpasit therapy. Prescribe this safer 
tranquilizer-antihypertensive now. Available at all 


prescription pharmacies. 


Serpasil Tablets, 0.25 mg.—0.1 mg. Bottles of 100. 


Summit, New Jersey 


mineral-vitamin protection 
during PREGNANCY 


and LACTATION 
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and essential vitamins 


small, easy-to-take 
capsules 
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dry fill, no fish oil 
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bottles of 100, 500, 1000 
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The answer is 


BANANAS 
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made on the preceding page 
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The composition of the banana. . . 
4. The nutritional story of the banana... . 
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or serve bananas. 
Please feel free to write to 


Director, Chemicaland Nutrition Research 
United Fruit Company 
PIER 3, NORTH RIVER, NEW YORK 6, N. Y 


but not anti- estrogenic 
ERGOAPIOL 
(Smith) with 
SAVIN, contain- 
ing the total alka- indiscriminate 
loids of ergot, of estrogenic 
induces well-defined 
physiological effects 
without disturbing 
endocrine balance. It is remarkably 


ee free from side actions. Indications are those of ergot. 


pe = MARTIN H. SMITH CO. - 150 LAFAYETTE ST., N. Y. 13, N. Y. 


ERGOAPIOL “wrt SAVIN 


_ 
a 
a 
a 
wo 
: 
professional stationery j nal please. 


Antibiotics 


ANNUAL 
1953-1954 


Proceedings of the ANTIBIOTIC SYMPOSIUM 
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U.S, Dept. of Health, Education, and Welfare, Food and Drug Administration, Division of Antibiotics 
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Antibiotics and Chemotherapy 
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Henry Wercn, Ph.D., Director, Division of Antibiotics 


Your copy of ANTIBIOTICS ANNUAL 1953-54 entitles you to an 
up-to-the-minute survey of the latest experimental and clinical research 
in the antibiotic drug field, including the 102 papers presented by out- 
standing authorities in the field at this three-day international event in 
Washington. The timely publication of this 640 page, clothbound volume, 
affords you the best possible reference to the basic research work on new 
antibiotic drugs as well as results of laboratory and clinical investigations 
on presently used antibiotics. 


Among the many outstanding contributors to this volume are: Max- 
well Finland, M.D., Harvard University; Harry Dowling, M.D., of the 
University of Illinois; Perrin H. Long, M.D., State University of New 
York; Ernest Jawetz, M.D., University of California Medical Center; 
William B. Tucker, M.D., V.A. Hospital, Minneapolis, Minn.; Monroe 
J. Romansky, M.D., George Washington University School of Medicine; 
Charles R. Rein, M.D., New York University; Edwin J. Pulaski, M.D., 
Walter Reed Army Medical Center. Invaluable information is supplied 
on the new antibiotics tetracycline, dibenzylamine penicillin G, strepto- 
gramin, ruticin, hygromycin, puromycin, and methymycin. 

You may obtain your copy of this unique volume, which will be a 


permanent reference book, by filling in the coupon below and returning 
it to MD Publications Inc., 30 East 60th Street, New York 22, N. Y. 


copies of the clothbound ANTIBIOTICS ANNUAL 
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Gastric Operations: A Historic Review —L. 


John M. Waugh, M.D., and Robert T. Hood, Jr., M.D. 


MAYO CLINIC AND MAYO POUNDATION 


ROCHESTER, MINNESOTA 


The history of gastric operations recounts some of man's most important and 
boldest surgical ventures. The soundness of many carly concepts on which these 
ventures were based is well attested by the present-day use of principles of gastric 
surgery established as carly as the latter part of the nineteenth century. Considering 
the hazard associated with most gastric operations performed even 20 years ago, the 
accomplishments of these early surgeons bear impressive testimony to their skill, 
vision and courage. 

With the passage of time, important contributions of many of these pioncers have 
been obscured by more recent developments. Not infrequently the precise nature of 
original operative procedures has been lost by misquotation in subsequent articles, 
by imaccurate or incomplete descriptions, by confusion with related operative pro- 
cedures and by controversies that repeatedly arise over claims of originality for many 
gastric operations. An understandable basis for the latter issue is to be found in the 
fact that several operative procedures bear not the name of the surgeon who first 
described the procedure but that of one who independently developed the operation 
at some later date, or of one whose sponsorship was responsible for its general ac- 
ceptance. An attempt has been made in this review to clarify some of this confusion 
by examination of the original descriptions of operative procedures. 

Naturally, the scope of the history of gastric operations precludes exhaustive treat- 
ment in a brief review. The present synopsis is limited strictly to technical descrip- 
tions of various gastric operations. Such matters as indications, complications, 
morbidity, mortality and results of the operative procedures have not been included 
in this discussion. Furthermore, only procedures which have remained in general 
use, such as partial gastrectomy and pyloroplasty, are the subject of this review, 
and not procedures which enjoyed only a passing vogue, such as gastropexy and 
gastric plication. Owing to the breadth of this review, an extended history of each 
procedure was not attempted, and thus many minor contributions to the field of 


* Part Il of this paper will be published in the March 1954 issue of the Quarterly Review of Surgery, Obstetrics 
and Gynecology 
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gastric surgery have necessarily been excluded. Every effort has been made to ap- 
praise fairly individual contributions with reference to priority of publication and 
importance in the development of the field of gastric surgery. 


GASTROSTOMY 


Reports of the accidental formation of gastric fistulas long antedated reports of 
gastrostomy as a planned surgical procedure. Mochlau reported in 1635 that a 
gastric fistula developed in a patient on whom Schwaben had performed a gastrotomy 
for removal of a knife. Numerous other reports of individuals with traumatic gastric 
fistulas have appeared, the most famous being that of William Beaumont concerning 
his celebrated Indian patient, Alexis St. Martin. While used experimentally in dogs, 
the procedure was not reported for human patients until 1853 when Sédillot reviewed 
his experience with the use of a metal cannula for establishing a gastric fistula. One 
year later, Fenger, in Denmark, reported performance of a gastrostomy. However, 
it was not until 1875 that the operation was successfully achieved by Jones in London. 
In the following three years similarly successful operations were completed by 
Verneuil in France and Trendelenburg in Germany. 

The method employed by these carly surgeons consisted of pulling a cone of gastric 
wall through the abdominal wall where it was fixed to the skin. The drainage of 
gastric juice onto the skin presented a troublesome problem which von Hacker 
attempted to solve by splitting the fibers of the rectus muscle and passing the gastric 
stoma through this opening, with the hope that contraction of that muscle would 
e<ert a sphincteric action. A succession of ingenious methods was suggested for 
extertorizing the gastric stoma in such a fashion as to control the spillage of gastric 
juice. Hahn exteriorized a stoma of the fundus through a stab wound passing be- 
tween the eighth and ninth costal cartilages. Others brought the stoma through a 
subcutancous channel to some point beyond the incision, hoping that the circuitous 
route thus formed would discourage loss of gastric juice. Ssabanejew placed the 
stoma above and lateral to the incision, Lucy, lateral and Jaboulay,** medial to it. 
Since these operations required a large and mobile stomach their usefulness was 
limited, particularly since the conditions for which gastrostomy is indicated usually 
contribute to a contracted state of the stomach. 

Alternative procedures were devised to bridge more adequately the distance be- 
tween the skin of the abdominal wall and the normally placed gastric wall. These 
methods utilized for this purpose either a rubber catheter or a plastic tube formed 
from the wall of the stomach. Use of a catheter was first employed by Sédillot but 
the idea was largely abandoned until Witzel reported the success of his method in 
1891 (Fig. 1). The Witzel gastric stoma was made by passing a rubber catheter 
through a stab wound in the anterior wall of the lower end of the stomach. The 
catheter was covered by folding the gastric wall over it, thus forming a serosa-lined 
canal. The popularity of this method remained unchallenged until 1894, when 
Stamm described his operation which, likewise, was a catheter gastrostomy in which 
the opening around the catheter was closed by a series of purse-string sutures. Kader, 
two years later, reported a preference for closing the gastric wall around the catheter 
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with two rows of Lembert-type sutures placed at right angles to the greater curva- 
ture. In other respects his procedure resembled the Stamm gastrostomy. Fontan's 
operation was identical with Kader’s except that the Lembert sutures were placed 
parallel with the greater curvature. 

The catheter methods of Witzel, Stamm and Kader all had in common the formation 
of a serosa-lined aperture into the stomach, one characteristic of which was a tendency 
to stricturing with consequent obstruction of the passage of a catheter. To overcome 
this objection, Marwedel'!® and Schnitzler'*® cach proposed modified catheter 
methods which reputedly displayed less tendency toward obliteration. Marwedel 
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Fic. 1. Gastrostomy 


made a long incision through the seromuscular layer of the anterior gastric wall 
parallel to the greater curvature. At the upper end of this incision, the mucosa was 


perforated and the tip of the catheter introduced. A bed was then formed for the 
catheter by closing the incised seromuscular layer over it. Essentially the same 
tunnel arrangement was accomplished by Schnitzler by undermining the seromuscular 
layer between two transverse incisions, the upper one of which was extended through 
the mucosa so as to admit the tip of the catheter into the gastric lumen. The catheter 
entered the seromuscular tunnel through the lower opening and passed through the 
mucosa into the interior of the stomach at the upper opening. 
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A permanent form of gastric stoma utilizing a flap of the anterior gastric wall 
fashioned into a tube was first devised by Depage of Brussels in 1901. Depage created 
a rectangular flap with its base close to the pylorus, so that the food entered directly 
into the gastric antrum. This method was modified by Hirsch in 1911 and by Janeway 
in 1913. Hirsch cut his flap so that the internal stoma was placed in the cardiac end 
of the stomach. Janeway, whose gastrostomy technic has been used more widely 
than that of Depage or Hirsch, placed the internal stoma close to the lesser curvature. 
A somewhat different type of gastric tube was devised by Beck and Carrell. They 
formed a tube from the greater curvature by incising both the anterior and posterior 
walls parallel with the curvature. Although originally intended to serve as a pre- 
thoracic esophagus, the external stoma was later placed in the abdominal wall to 
serve as a gastric stoma. Jianu, whose procedure was described in 1912, used this 
same method. The problem of obliteration of the channel leading into the stomach 
was largely solved by these methods, but the spillage of gastric juice and erosion of 
the skin incident to these procedures persisted. 

An attempt to prevent escape of gastric contents to the exterior was first made by 
Tavel in 1906. He formed a gastric fistula by the use of an excluded segment of 
jejunum. The distal end of the loop was anastomosed with the stomach and the 
proximal end was attached to the skin. Tavel hoped by this means to utilize the 
peristaltic gradient to prevent spillage of gastric contents. While in theory the 
method was sound and ingenious, in practice the barrier created by the jejunal 
segment was insufficient to prevent escape of gastric contents when intragastric 
pressure was clevated by coughing or other means. Although this method is obsolete 
in clinical surgery, a similar type of fistula, the Mann-Bollman fistula, is frequently 
employed in experimental animals. 

In 1929, Spivack'*! successfully devised a method for establishing a permanent 
water-tight gastric stoma. A tube of gastric wall similar to that described by Janeway 
was formed. At the base of this tube, the stomach wall was plicated to form a ridge 
which acted as a valve obstructing the internal stoma. This valve permitted the 
passage of a catheter for feeding purposes but prevented escape of gastric contents 
after removal of the catheter. 


PYLOROPLASTY AND GASTRODUODENOSTOMY 


The operations of pyloroplasty and gastroduodenostomy have as their single pur- 
pose the enlargement of the gastric outlet. Frequently, the term ‘* pyloroplasty”’ is 
applied to all plastic procedures at the outlet of the stomach; however, in a stricter 
sense it should exclude procedures which actually involve an anastomosis between 
the stomach and first portion of the duodenum. 


In 1886, Fronmiiller described the first pyloroplasty. It was performed by Heincke 
in his clinic in Erlangen and consisted of a longitudinal incision through all layers 
of the gastroduodenal wall across the pylorus. The opening was then closed trans- 
versely. The identical procedure was described by Mikulicz!*': '?? two years later 
and has since been termed the * Heineke-Mikulicz pyloroplasty’’ (Fig. 2). This 
procedure was employed for benign stenosis only. 


204 « december 1953 QUARTERLY REVIEW OF SURGERY 


f 


Horsley,’? in 1919, modified the Heineke-Mikulicz operation to include the ex- 
cision of small ulcers on the anterior wall of the duodenum. The longitudinal in- 
cision in the duodenum extended for a distance of 1 inch and that in the stomach 
2 inches. The transverse closure simulated that used by Heineke and Mikulicz. 
Judd,” in 1922, and again in 1927 with Nagel,"® described a procedure somewhat 
similar to that of Horsley. It differed, however, to the extent that an elliptical seg- 
ment of duodenal wall including the ulcer was excised, after which the defect was 
closed in a transverse direction. While excision was adaptable only to ulcers of the 
anterior wall, ulcers of the posterior wall were exposed through a longitudinal in- 
cision and cauterized rather than removed. 
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Fic, Pyloroplasty. 


The Richardson'** modification resembled the original Heineke-Mikulicz opera- 
tion, except that the incision extended farther into the stomach and a lozenge-shaped 
wedge of gastric wall was excised. 


The Heineke-Mikulicz operation was early employed for the attempted relief of 
congenital hypertrophic pyloric stenosis but with almost uniformly fatal results, 
until Dufour and Fredet in 1908 devised a modification specifically applicable to this 
situation in infants. They incised the pylorus longitudinally through only its serous 
and muscular layers, which were then approximated in the transverse direction. 
Weber described an identical procedure two years later. The final simplification of 
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the pyloromyotomy operation was reported by Rammstedt in 1912. Owing to the 
desperate condition of his patient, he was unable to complete the Fredet operation 
by approximating the hypertrophic musculature. However, his patient recovered 
promptly and was cured, thus prompting Rammstedt to advocate abandonment of the 
final step of the Fredet procedure. 

The first definitive gastroduodenostomy was devised by Jaboulay*?: ** in 1892. 
This procedure entailed an anastomosis between the distal part of the stomach and 
the second portion of the duodenum. A longitudinal incision was made close to the 
greater curvature of the stomach and another along the opposed wall of the duodenum, 
after which a side-to-side anastomosis was performed. The anastomosis thus circum- 
vented the duodenal bulb. Similar procedures were subsequently reported by Villard 
in France and Schnitzler'’® in Vienna. Kocher” greatly facilitated performance of 
the anastomosis by mobilization of the second portion of the duodenum, a maneuver 
which bears his name. Henle, in 1898, reported a case in which a gastroduodenostomy 
was performed by Mikulicz. Longitudinal incisions were made along the inferior 
border of the first portion of the duodenum and parallel with the greater curvature 
of the stomach at a point proximal to that used by Jaboulay. This operation approx- 
imated the stomach to the duodenum and so was not dependent on a mobile duodenum 
for its successful execution. The most popular technic of gastroduodenostomy has 
probably been that described by Finney* in 1902. His operation differed from that 
of Jaboulay to the extent that the incision was horseshoe-shaped, extending across 
the distal part of the stomach and the first and second portions of the duodenum. 
Since mobilization of the duodenum was an essential step in the Finney operation, 
fixation of the duodenum naturally limited its application. 


G ASTROJEJUNOSTOMY 

On September 28, 1881, in Billroth’s clinic in Vienna, W6lfler, an assistant of 
Billroth, performed the first gastroenterostomy. His patient had an obstructing 
carcinoma at the pyloric end of the stomach, for which Nicoladoni suggested to 
WOlfler that he carry out a by-passing procedure to relieve the obstruction. This was 
accomplished by bringing a long loop of jejunum anterior to the colon and anasto- 
mosing it with the anterior wallof the stomach above the greater curvature (Fig. 3). 
The proximal limb of jejunum was attached at the pyloric end of the anastomosis. 
The patient survived the procedure and was relieved of his obstruction. The success 
of this operation initiated a new era in surgery, in which a rapid succession of ad- 
vances soon followed. 

Two years later Courvoisier reported the first use of posterior gastroenterostomy. 
His patient likewise suffered from an inoperable obstructing carcinoma. Courvoisier 
made openings in the transverse mesocolon and the gastrocolic ligament. A loop of 
jejunum was delivered through both of these openings and then anastomosed with 
the posterior wall of the stomach. Although his report followed by two years that 
of Courvoisier, von Hacker®?: © is popularly credited with originating posterior 
gastroenterostomy. In his method, von Hacker opened the transverse mesocolon, 
pushed the posterior wall of stomach through this opening and anastomosed it with 
the jejunum, with the proximal limb attached to the left end of the anastomosis. 
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Dissatisfaction with both WOlfler’s and von Hacker's operations is emphatically 
attested by the numerous modifications proposed in the following 10 years to counter- 
act the vomiting that so frequently followed these operations. Rockwitz modified 
Wolfler’s anterior gastroenterostomy from an antiperistaltic to an tsoperistaltic one. 
Brenner's modification, in 1892, represented a combination of W6lfler's and von 
Hacker's operations. Openings were made in both the transverse mesocolon and the 
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Fic. 3. Gastrojejunostomy. 


gastrocolic ligament, after which a retrocolic loop of jejunum was anastomosed 
isoperistaltically with the anterior wall of the stomach at its pyloric end. 


During the 1890's efforts toward preventing regurgitant vomiting following gastro- 
enterostomy centered about various means of draining duodenal contents into the 
jejunum at a point distal to the gastroenteric stoma. This involved cither an end-to- 
side or side-to-side enteroanastomosis. Lauenstein, in 1891, was the first to suggest 
this approach. He proposed circumventing the gastroenteric stoma by an anasto- 
mosis between the afferent loop of jejunum and any jejunal loop distal to the anasto- 
mosis with the stomach. In the following year, Jaboulay** achieved the same result 
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by performance of a side-to-side duodenojejunostomy, using the efferent loop of 
jejunum. The most generally accepted form of enteroanastomosis was that reported 
by Braun in 1892, in which a side-to-side anastomosis was performed between the 
afferent and efferent loops of jejunum at points equidistant from the antecolic gastro- 
enteric anastomosis. While devised principally to relieve regurgitant vomiting follow- 
ing gastroenterostomy, side-to-side jejunojejunostomy was eventually widely em- 
ployed simultaneously with the gastroenterostomy. An equally effective means of 
by-passing the gastroenteric stoma was the method devised by Roux in 1897. In his 
operation, Roux transected the jejunum and then anastomosed the distal end with the 
anterior wall of the stomach in front of the transverse colon, and the proximal end 
with the side of the jejunum at a convenient point distal to the gastric anastomosis, 
thus effecting a Y anastomosis. 

During this same period others were directing their efforts toward better placement 
of the jejunal stoma, rather than resorting to enteroanastomosis to Overcome gastric 
retention following gastroenterostomy. Doyen, in 1892, first called attention to the 
high normal position of the duodenojejunal junction relative to the remaining portion 
of the jejunum. In an attempt to maintain this relationship in the afferent and efferent 
loops of jejunum, he fixed the afferent loop at a higher level than the efferent loop 
on the anterior wall of the stomach. He explained that in this fashion the gastric 
contents would pass into the dependent distal limb and regurgitant vomiting would 
be avoided. 

In 1900, Petersen, an assistant in Czerny's clinic in Heidelberg, noted the low inci- 
dence of postoperative vomiting following the posterior anastomosis of the stomach 
with a short loop of jejunum. He reasoned, as Doyen had, that maintenance of the 
dependent position of the efferent limb reduced the tendency of gastric contents to 
pass into the afferent loop. Thus, he advocated anastomosing the stomach with the 
jejunum just distal to the duodenojejunal junction by an anastomosis posterior to 
the colon. He stated that when, for technical reasons, it was necessary to perform an 
anastomosis anterior to the colon, the loop should be long to avoid compression of 
the efferent loop by the colon. The latter anastomosis was made in an isoperistaltic 
direction with the afferent end of the anastomosis lying more cephalad than the 
efferent end. 

W. J. Mayo''? and Moynihan'* both recognized the importance of Petersen's 
contribution and included the short or ‘‘no-loop’’ jejunal anastomosis as an essential 
feature of their procedures. Mayo anastomosed the jejunum with the posterior wall 
of the stomach along an oblique line which passed downward to the left to the most 
dependent point along the greater curvature. The afferent loop was attached to the 
pyloric end of this line. During a 16-month period in 1905 and 1906, Mayo reported 
136 cases with but 1 death. “‘The ‘vicious circle’ was practically non-existent.” 
Moynihan’s operation was similar except that the anastomosis was made along a 
vertical rather than an oblique line. The afferent limb lay cephalad to the efferent 
limb. Kocher's’® modification of the posterior gastroenterostomy consisted of an 
isoperistaltic anastomosis between a short loop of jejunum and the greater curvature 
in its most dependent portion. The gastrocolic ligament was detached at this point. 
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Various other modifications of these basic operations have appeared since the turn 
of the century. Wilkie altered Brenner's retrocolic anastomosis with the anterior 
wall of the stomach by shortening the jejunal loop and attaching it close to the 
greater curvature. Hall modified the anterior gastroenterostomy by making an open- 
ing in the gastrocolic ligament and anastomosing the jejunum with the posterior 
wall of the stomach. Lahey further modified this procedure by removing the greater 
omentum and placing the isoperistaltic antecolic anastomosis in the posterior wall 
adjacent to the greater curvature at its most dependent position. 

An interesting though unsuccessful attempt to meet the surgical challenge of peptic 
ulcer by gastroenterostomy was made by Schmilinsky, of Hamburg, in 1918. The 
procedure devised by him consisted of transection of the stomach at the pylorus, 
closure of the stomach and duodenum, and anterior gastroenterostomy. In place of a 
conventional gastroenterostomy, he transected the jejunum and anastomosed the 
two ends separately with the greater curvature, the afferent limb being placed to 
the left. By this means he hoped that the total alkaline regurgitation from the 
jejunum would neutralize the gastric acid and prevent formation of a gastric ulcer. 
He apparently was unaware of the potentiating effect of this juice on the secretory 
mechanism of the stomach. 


PARTIAL GASTRECTOMY 


After removal of part of the stomach, gastrointestinal continuity may be re- 
established by anastomosis of the gastric remnant with the duodenum or the jejunum, 
or in special instances by anastomosis of the proximal and the distal gastric rem- 
nants. Chronologically, anastomosis of the stomach with the duodenum preceded 
by a few years its first anastomosis with the jejunum. The fact that neither pro- 
cedure has supplanted the other attests to the anatomic and physiologic soundness 
of both methods. Numerous modifications in method have been proposed since the 
first cases were reported. For purposes of simplicity, all forms of gastric resection in 
which the stomach is anastomosed with the duodenum are considered as modifica- 
tions of the Billroth I operation, and those in which it is anastomosed with the 
jejunum, as modifications of the Billroth II operation. 


Billroth I Gastric Resection 

Although several reports of gastric resection in experimental animals had appeared 
since the turn of the nineteenth century, it was not until 1879 that the operation was 
performed on a human patient. In that year Péan performed a resection of the pyloric 
end of the stomach for cancer and joined the end of the stomach to the duodenum. 
Unfortunately the patient died early during the postoperative period. Another unsuc- 
cessful attempt was made in 1880 by Rydygier but his patient likewise succumbed. 

The first successful gastric resection was performed by Billroth,'’ in Vienna, in 
1881. The patient was a woman, 43 years of age, with an obstructing cancer of the 
pyloric end of the stomach. After resection of the distal part of the stomach, the end 
of the duodenum was anastomosed with the cut end of the stomach beginning at the 
lesser curvature. Owing to the disparity in size of the two cut ends, it was necessary 
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to close a short segment of the gastric incision along the greater curvature, thus 
creating a diverticulum. Billroth’s dissatisfaction with the potential danger arising 
from this diverticulum resulted in his modifying the method in subsequent cases so 
that the end of the duodenum was attached to the greater curvature end of the tran- 
sected stomach (Fig. 4). The remaining opening along the lesser curvature was 
closed separately, usually prior to performance of the anastomosis. It is the latter 
anastomotic arrangement that 1s commonly referred to as the Billroth I operation. 
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Fic. 4, Partial Gastrectomy: Billroth I Gastric Resection 


Leakage from the so-called fatal angle where the gastroduodenal anastomosis joined 
the line of closure along the lesser curvature led Kocher,*’ in 1891, to modify the 
technic in an effort to avoid this difficulty. He completely closed the end of the 
stomach and then performed an anastomosis between the end of the duodenum and 
the posterior wall of the stomach just proximal to the line of closure. This principle 
was never widely accepted, although a revival of interest in side-to-end anastomosis 
was attempted by Kutscha-Lissberg in 1925. His procedure differed from Kocher’s 
to the extent that the anastomosis was made in the anterior wall of the stomach. 
Renewed interest in the Billroth I operation and recognition of its physiologic 
attributes became apparent following the first World War. Modifications of the 
original Operation were proposed by several leading gastric surgeons of the day in 
an attempt to overcome the technical imperfections of the procedure. Goepel,** in 
1923, described an ingenious form of anastomosis intended to discourage the develop- 
ment of leaks at the line of anastomosis. He reflected a 44-inch cuff of the seromus- 
cular layer of the stomach at the line of resection prior to transection of the gastric 
mucosa. A gastroduodenostomy was performed by anastomosis of the gastric mucosa 
with all layers of the duodenal wall, after which the seromuscular gastric cuff was 
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rolled over the anastomosis and sutured to the serosa of the duodenum. Babcock, 
three years later, described essentially this same type of telescopic anastomosis. 
Horsley,** in 1926, indicated a preference for a Billroth I form of gastric resection 
in which the end of duodenum was anastomosed with the lesser curvature end of the 
transected stomach, the greater curvature end being closed blindly. This represented 
a return to the method first employed by Billroth. In 1933, von Haberer® described 
an anastomosis utilizing the full circumference of the transected end of the stomach. 
The disparity in size between the gastric and duodenal lumens was overcome by nar- 
rowing the gastric outlet with interrupted mattress sutures. 

Careful attention was devoted to the proper handling of the lesser curvature, in an 
effort to avoid leakage in this location. The most important contribution to this 
technical aspect of gastric surgery was made by Schoemaker'’* in the Hague. In 
1911, he described his modification of the Billroth I operation. His proximal line of 
resection passed obliquely downward from the lesser curvature at the cardia to a 
point on the greater curvature approximately two-fifths of the distance from the 
cardia to the pylorus. Thus, the entire lesser curvature was removed. Although he 
early employed two curved clamps temporarily to occlude the opening in the gastric 
pouch, he later'*? devised an angulated clamp to accomplish the same purpose. The 
gastric wall occluded by the upper clamp was closed by sutures, thus fashioning a 
tube of the gastric remnant, the lower end of which was then anastomosed with the 
end of the duodenum. This same method, utilizing two curved clamps, was exten- 
sively employed by C. H. and W. J. Mayo,''* and its wide popularity should un- 
doubtedly be attributed to their success with it. Schmieden, in 1921, described his 
experience with a method of gastric resection for gastric ulcers located along the 
lesser curvature. For ulcers situated on the distal half of the lesser curvature a 
Schoemaker type of resection was employed, although the extent of the gastric re- 
section was less than that advocated by Schoemaker. In France, Pauchet was an 
early advocate of this same modification of the original Billroth procedure. 

Narrowing of the duodenum imposes serious limitations on its successful use for 
anastomosis with the stomach. In order to preserve an adequate stoma in spite of a 
narrow duodenum, von Haberer,’*: *’ in 1922, devised a method of end-to-side 
gastroduodenostomy following gastric resection. The transected end of duodenum 
was closed, after which the full circumference of transected stomach was anastomosed 
with the side of the proximal portion of the duodenum. One year later, Finney” 
advocated the same procedure and was largely responsible for its popularity in this 
country. Finsterer‘’ carly recognized the virtues of this method and contributed 
greatly to its acceptance in Austria. Winkelbauer reported success with an end-to- 
side anastomosis which was placed lower in the duodenum, actually below the level 
of the papilla of Vater. With this method, acid gastric juice after leaving the stomach 
was immediately exposed to the concentrated alkaline secretion of the pancreas. 

Following partial gastrectomy, gastroduodenal continuity has been re-established 
by means of an anastomosis in front of the colon between the side of the stomach and 
side of the duodenum in its distal portion, by Leriche. The method is dependent on 
a short mesocolon, requires a conservative gastric resection and rightfully has re- 
ceived little attention. 
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Billroth II Gastric Resection 


The first gastric resection with anastomosis of the stomach and jejunum was per- 
formed by Billroth'! in 1885. Because of the poor condition of his patient, who had 
an obstructing carcinoma of the pyloric end of the stomach, Billroth planned to do 
the procedure in stages. The first stage was to consist of a gastroenterostomy, fol- 
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Fig. Partial Gastrectomy: Billroth II Gastric Resection. 


lowed in a few days by the second stage, a resection of the pyloric end of the stomach. 
An anterior gastroenterostomy was performed between a long jejunal loop and a 
dependent point on the posterior gastric wall along the greater curvature, the prox- 
imal loop being attached at the right end of the anastomosis. At the completion of 
this procedure, because the patient’s condition remained surprisingly good, Billroth 
was able to proceed with resection of the pyloric end of the stomach. He then closed 
the cut ends of stomach and duodenum (Fig. 5). In the course of his report of this 
case, von Hacker*®* further mentioned the possibility of directly anastomosing the 
cut end of stomach with the side of the jejunum if a procedure by stages were not 
contemplated. Three years later, Kronlein'’? reported the actual performance of this 
procedure. It differed from that later described by P6lya,'** since the gastrojejunal 
stoma was placed anterior to the colon. During the following year, in order to reduce 
the size of the gastric stoma, von Eiselsberg**: ** partially closed the gastric opening, 
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beginning at the lesser curvature, and anastomosed the jejunum with the greater 
curvature end of the incision, with the proximal loop uppermost. This jejunal loop 
passed anterior to the colon and differed from the operation later described by Hof- 
meister in this respect. 

From this beginning, the history of the modification of the Billroth II operation 
includes reports favoring practically every conceivable variation in orientation of the 
anastomosis to its related structures. By varying the position of the jejunal loop to 
the transverse colon, the point of election on the gastric wall for anastomosis, the 
relation of the afferent and efferent loops to the stomach and the use of the side of 
the jejunum or its transected end, the possibilities offered for “’ original’’ modifications 
were numerous. This fertile field was quickly exploited. 

The original Billroth side-to-side antecolic anastomosis with the anterior wall of 
the stomach was varied by Dubourg in 
1898, whose only change was delivery of 
the jejunum through the transverse meso- 
colon and greater omentum for anasto- 
mosis with the anterior wall of the 
stomach. Von Eiselsberg,** in 1914, dis- 
cussed the use at one time of an antecolic Polya 1911 
loop of jejunum anastomosed in a side-to- 
side fashion with the posterior wall of the 
stomach, with the afferent limb attached 
at the right end of the anastomosis. 

Spivack'*? reported that Braun and von 

Hacker, in 1894, each described a similar 

posterior anastomosis with a loop of 

jejunum which was brought through the Matonumr~Reatetar 

transverse mesocolon. In 1898, Miku- 
licz'**» 124 described a modification which 
he had employed for several years in an 
attempt to provide better drainage of the 
stomach. The transected end of the 
stomach was closed, after which an ante- 
colic antiperistaltic anastomosis was 
effected between the greater curvature, 
beginning at the line of transection, and 
the side of the jejunum. Fic. 6. Partial Gastrectomy : Billroth IL Gastric 
Resection (continued ). 


Balfour 1924 


In 1893, Roux'** applied the principle 
of a Y anastomosis, following resection of the stomach (Fig. 6). The end of jejunum 
was passed through an opening in the transverse mesocolon and anastomosed with 
the posterior wall of the stomach. Spivack reported that three different surgeons, 
Rydygier in 1904, Moszkowicz in 1908, and Soresi in 1921, all reported cases in 
which a similar retrocolic limb of jejunum was anastomosed with the transected 
end of the stomach. 


Anastomosis of the entire transected end of the stomach with the side of a retro- 
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colic segment of jejunum, with the afferent loop at the lesser curvature, is the modi- 
fication commonly credited to Pélya,'** who described it in 1911. While some con- 
troversy exists regarding which surgeon originated the method, certainly the popu- 
larity and acceptance of the operation resulted from Pélya's efforts. Pdlya himself 
later frankly acknowledged the prior claims of others for the originality of the 
method, but he stated that he was unaware of their experience at the time of his 
report. Reichel in 1908, Wilms in 1911, and von Bergmann in 1909 had described 
essentially the same method. Moynihan, from long experience, developed a prefer- 
ence for an antecolic anastomosis with the afferent limb attached at the greater 
curvature, thus differing from the Krénlein operation in the reversal of the direction 
of the jejunal loop. Von Eiselsberg's principle of reducing the size of the gastric 
stoma prior to anastomosis was modified by Hofmeister in 1896, who used a retro- 
colic jejunal loopwith the afferent limb attached at the upper end of the anastomosis. 
Hofmeister prepared the stomach by closure of approximately one half of the tran- 
sected end, beginning at the lesser curvature. Finsterer,*' although his article ap- 
peared in 1914, claimed to have developed the identical method independently and 
has used it extensively since then. Schmieden, in 1921, described a somewhat similar 
operation, in which he placed the anastomosis at the lesser curvature end of the 
transected stomach. Several other minor modifications in method, which are of 
historic interest only, have been described by Polya.'* 

In order to reduce the troublesome vomiting all too frequently encountered during 
the postoperative period, Balfour,’ in 1924, suggested the performance of an entero- 
anastomosis similar to that described by Braun and Jaboulay in 1892 for use in con- 
junction with gastroenterostomy. Balfour' employed an antecolic anastomosis to 
the full end of the stomach with the afferent limb attached at the lesser curvature. 


He cautioned against the use of the enteroanastomosis in patients with other than 


low concentrations of gastric acids because of the added threat of eventual stomal 
ulceration, 
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Peripheral Block Anesthesia in General Surgery” 


Melford B. Jorgensen, M.D. 


LOS GATOS, CALIFORNIA 


Peripheral block anesthesia has an important place in general surgery, and it offers 
definite advantages over other types of anesthesia in certain cases. The most im- 
portant of the blocks is the one of which Labat stated, ** Brachial plexus block is the 
method of choice for all major operations on the upper extremity.”’ 

In this presentation of peripheral block anesthesia the advantages, indications, 
contraindications, procedure of administration, technic in various regions and com- 
plications will be discussed. 


ADVANTAGES OF PERIPHERAL BLOCK ANESTHESIA 


Peripheral block anesthesia gives excellent relaxation and complete freedom from 
pain. It produces less shock in a severely injured patient than do other forms, and 
it may be used when traumatic shock is present. It is especially useful when the 
active cooperation of the patient is desired. The patient may be moved early after 
the operation, and the procedure may be carried out in the outpatient department or 
in the office. By the use of block anesthesia, general anesthesia may be avoided under 
the circumstances in which it is least desirable, such as after the ingestion of food, 
in the presence of infection of the respiratory tract or in the presence of certain cardiac 
and renal conditions. A therapeutic sympathetic nerve block response often occurs 
and has a beneficial effect on the circulation of a damaged extremity. In an emer- 
gency one anesthetist may administer anesthetics to several patients. Peripheral 
nerve block also may be used for prolonged operations, and it is often a satisfactory 
anesthetic for children. 


INDICATIONS 


Peripheral block anesthesia is extremely useful in tendon and nerve repairs, in 
which it is so important at times to have the patient's full cooperation. In the re- 
duction of certain fractures and dislocations it is likewise very useful. In the repair 
of large lacerations, skin grafting, amputations, excision of scars and deformities 
and other cutting procedures, it is often indicated. Intraspinal block may be con- 
sidered a form of peripheral block, and the advantages of spinal anesthesia are noted 
here. 


CONTRAINDICATIONS 


In discussing the contraindications for peripheral block anesthesia, a differentiation 
is made between relative and absolute contraindications. In general, absolute con- 
traindications include infection in the extremity or near the site of the block, the 
presence of tumors that may distort the landmarks, psychic unfitness of the patient, 
and bleeding tendencies. In the early reports of peripheral block anesthesia it was 


* Published in the Journal of The International College of Surgeons, December, 1952. 
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the consensus that this type of anesthesia was contraindicated for small children and 
for operations lasting over an hour. These contraindications, however, now must 
be considered only relative. With the use of continuous catheter technics, vaso- 


pressors and such agents as tetracaine, regional anesthesia may be prolonged for 
more than an hour. 


ADMINISTRATION 


The solutions generally used include 0.5, 1 and 2 per cent procaine hydrochloride, 
2 per cent metycaine, and 0.04 per cent tetracaine with 1:100,000 epinephrine. The 
0.5 per cent procaine hydrochloride solution is used only in infiltration technics. 
Epinephrine is indicated in concentrated anesthetic solutions and highly toxic anes- 
thetic solutions. It is of great value in local anesthesia in highly vascular areas, such 
as the scalp and the genitalia. 

There are some precautions to be taken in the use of epinephrine. Epinephrine in 
concentrations of 1:10,000, especially in operations on the digits, is undesirable. 
During certain ‘* combined anesthesias,'’ especially when cyclopropane, ethyl chloride 
and chloroform are used, the use of epinephrine has been associated with cardiac 
arrest. In general, its use should be avoided for patients with peripheral vascular 
disease, hypertension, certain forms of cardiac disease and thyrotoxicosis; it should 
also be avoided for women in labor, because of its delaying effect. 

The gauge of the needle should be the smallest that will allow accurate control of 
the injection, thus preventing damage to blood vessels or nerves. Usually a 44-inch 
to l-inch 23- or 24-gauge needle is used for the preliminary wheal, and a 1%-inch to 
4-inch 21- or 22-gauge needle for the deeper injections. The syringes should be of 
the lock type, and usually a 10 cc. and a 2 cc. syringe are used. A spare set of syringes 
and needles should always be at hand. 

The amount of the anesthetic solution to be used depends on whether the injection 
is to be intrancural or parancural, and on the size of the nerve. In parancural in- 
jections twice as much solution should be used, in general 10 to 20 cc. The larger 
the nerve the more solution should be used. 

A great aid in the success of peripheral block anesthesia is the proper administration 
of premedication. In general, it is wise to administer a barbiturate, because of its 
specific protective property against procaine hydrochloride reactions. Some form 
of narcotic should be given unless contraindicated. 

The time required for a peripheral block to reach its maximum effect depends to a 
large extent on whether the injection is intraneural or paraneural. Parancural in- 
jections take about twice as long, in general about 10 to 20 minutes. In adults, one 
should attempt to obtain paresthesias, then give an intraneural or partially intra- 
neural injection. In addition to being quicker, intraneural injection is more nearly 
perfect. For children, one usually has to rely on paraneural injections. 

Intrancural injections may cause damage to the nerve by compression in two areas 
where peripheral blocks are given: the ulnar groove at the elbow, where the ulnar 
nerve lies, and the groove just below the head of the fibula, where the peroneal nerve 
is present. By “‘pulsating’’ the injections, i. ¢., by inserting and retracting the 
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needle through the nerve fairly rapidly as the injection is given, overdistention and 
rupture of the nerve fibers can be avoided. This procedure should be carried out in 
all the block areas. 

In addition to making the injections in this manner, one should attempt aspirations 
from time to time to determine whether a vessel has been entered. 

The skin over the site of the injection should be surgically prepared. 


TECHNIC OF BLOCK ANESTHESIA IN THE VARIOUS REGIONS 
Supraclavicular Brachial Plexus 


Because brachial plexus block is the most commonly used important form of pe- 
ripheral block anesthesia, it is discussed in more detail than the other blocks. 

With the patient lying on his back, the head is held in the midline and turned 
about 45 degrees to the opposite side. The shoulder is depressed caudally, with the 
arm close to the side. The point of injection is 1 cm. above the midpoint of the 
clavicle, at the lateral border of the subclavian artery and the lateral aspect of the 
external jugular vein, over the first rib. A wheal is made at this point. With the 
index finger on the subclavian artery, the needle is inserted through the wheal in the 
direction of the first rib, which is slightly medial. An attempt should be made to 
elicit paresthesias in the arm; if they are noted, 10 cc. of 2 per cent procaine solution 
is injected. If paresthesias are not obtained, the needle should be inserted to the first 
rib, which is about 2 or 3.cm. deep. Usually, if the needle is followed along the first 
rib medially and posteriorly, paresthesias will be obtained. 

Chassaignac’s tubercle, the transverse process of the sixth cervical vertebra, is pal- 
pated. The needle then is withdrawn to the subcutaneous tissue and inserted to the 
tubercle, where § cc. of 2 per cent procaine solution is injected. The needle again is 
withdrawn to the subcutaneous area and reinserted to the lateral border of the first 
rib, after which 10 cc. more of 2 per cent procaine is injected. Should paresthesias 
not be obtained, 20 cc. of 2 per cent procaine may be injected all about the area of the 
first rib. If anesthesia is desired in the upper arm, a subcutaneous wheal of 0.5 per 
cent solution of procaine is made all around the arm just below the shoulder. 

In children the first rib and the subclavian artery are palpated and a wheal is raised 
above the midpoint of the clavicle. The needle is inserted medially to the first rib, 
close to the subclavian artery. The amount of anesthetic solution to be used is 
determined by the child's age, and one third of the injection is given here. The 
needle is withdrawn to the subcutaneous tissue and reinserted about !3 inch posterior 
to the previous injection, and one-third of the injection is given here. The needle is 
withdrawn once more and the remainder of the injection is given. It is advisable 
then to wait 15 minutes before the operation is begun. 


Elbou 


In administering an elbow block the median, ulnar and radial nerves have to be 
injected individually. 
With the patient lying on his back, the arm is placed in 90 degrees abduction and 
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the forearm in extension and supination. A wheal is raised midway between the 
medial aspect of the internal condyle and the inner side of the tendon of the biceps, 
at the bend of the elbow. The needle is inserted through the wheal and the super- 
ficial and the deep fascia, perpendicular to the skin. When paresthesias are obtained, 
5 cc. of 2 per cent solution of procaine is injected. In the absence of radiating sen- 
sations, the needle is used to probe deeper and beneath the pronator teres muscle. 
The injections are made fanwise in the soft structures overlying the humerus be- 
neath the deep fascia across the path of the nerve. Ten cc. of 2 per cent procaine is 
then injected and the region lightly massaged. 

The groove between the internal condyle of the humerus and the olecranon is 
palpated. Just above the groove the ulnar nerve is located and firmly held. A wheal 
is raised above the nerve, through which the needle is inserted and advanced toward 
the nerve and almost parallel to it. When paresthesias are noted, 5 cc. of 2 per cent 
procaine is injected. Paranecural injection is usually not necessary here. 

At the bend of the elbow the tendon of the biceps is palpated. A wheal is raised 
1 cm. lateral to the tendon of the biceps. The needle is passed through this wheal 
perpendicular to the skin surface, toward the external condyle of the humerus. When 
paresthesias are obtained, 5 cc. of 2 per cent solution of procaine is injected. «If no 
paresthesias are obtained, 10 cc. of the fluid is injected transversely on the anterior 
surface of the condyle, close to the bone, as well as in the soft structures in its im- 
mediate neighborhood. 

A continuous wheal of 0.5 per cent procaine solution then is used for the supra- 
condylar bracelet, a band of subcutaneous infiltration passing through the sites of 
puncture of the three nerves aforementioned. 


Wrist 


In wrist block the ulnar, median and radial nerves must be injected individually. 
With the patient’s arm at rest, palm up, the median nerve is injected at the level of 


the ulnar styloid. A wheal is raised between the tendons of the palmaris longus and 
the flexor carpi radialis. The injection needle is inserted through the wheal, per- 
pendicular to the skin, until the deep fascia is passed. About 0.5 cm. further, pares- 
thesias should be elicited, and then 3 cc. of 2 per cent solution of procaine is in- 
jected. If no paresthesias are noted, 4 cc. of 2 per cent solution is injected in this 
general location and 3 cc. more toward the tendon of the flexor carpi radialis. The 
area should then be massaged to hasten diffusion of the solution. 


With the patient's hand in supination, the ulnar nerve is injected at the level of 
the styloid process of the ulna on the radial side of the flexor carpi ulnaris. A wheal 
is raised, and the needle is inserted tangentially to the tendon, perpendicular to the 
surface of the skin. Paresthesias should be noted by the time the needle has passed 
the deep fascia, when 3 cc. of 2 per cent solution of procaine is injected. If no pares- 
thesias are clicited, the needle is withdrawn and reinserted beneath the tendon of the 
flexor carpi ulnaris, where 4 cc. of the solution is injected, and then the area is 
massaged. 


The radial nerve is purely sensory, but paresthesias are not obtained at the wrist. 
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Five cubic centimeters of 2 per cent solution of procaine is injected subcutaneously, 
transversely across the head of the radius. 

The wrist block is completed by making a wrist bracelet, a continuous subcu- 
taneous wheal all around the wrist at the level of the ulnar styloid. 


Hip 


In a hip block the sciatic, femoral and lateral femoral cutaneous nerves must be 
blocked. The patient is placed on the side opposite the one to receive the injections, 
with the knee and thigh in moderate flexion. A wheal is raised 4. cm. below the mid- 
point of the iliotrochanteric line, the line that extends from the posteriosuperior iliac 
spine to the great trochanter of the femur. The needle is inserted through the wheal 
perpendicular to the skin. At a depth of 5 to 8 cm., sciatic paresthesias may be 
elicited, when 10 cc. of 2 per cent solution of procaine is injected. If no paresthesias 
are clicited, the needle is inserted until it strikes the spine of the ischium. If one 
follows the spine upward and downward with the needle, paresthesias are usually 
noted. If no paresthesias are noted, 20 cc. of 2 per cent solution of procaine should 
be injected. 

The femoral nerve is injected by making a wheal 1 cm. below the inguinal liga- 
ment, just lateral to the femoral arterial pulsations. With one index finger over the 
pulsating femoral artery, a needle is passed through this wheal until paresthesias are 
obtained, when 10 cc. of 2 per cent solution of procaine is injected. If no paresthesias 
are elicited, 20 cc. of 2 per cent procaine should be injected and the area massaged. 


Eliciting paresthesias from the lateral femoral cutaneous nerve is not attempted, 


A wheal is raised 1 cm. medial and inferior to the anterior superior iliac spine. The 
needle is inserted perpendicular to the skin through this wheal down to the bone, 
and 10 ce. of 1 per cent solution of procaine is injected. The needle then is partially 
withdrawn, and § cc. of 1 per cent solution of procaine is injected medially and 
laterally in a fanlike manner. 

A continuous subcutaneous wheal of 0.5 solution of procaine is injected around 
the thigh just below the groin. 


Knee 


For a knee block the internal and external popliteal nerves are blocked. With the 
patient lying on the ventral surface and the legs extended, a wheal is raised at the 
upper limits of the popliteal space, where an angle is formed by the semimembranous 
and biceps tendons. The needle ts inserted through the wheal perpendicular to the 
surface of the skin 1 to 1.5 cm. beyond the deep fascia, where paresthesias should be 
elicited. Five cubic centimeters of 2 per cent solution of procaine is injected here. 
If paresthesias are not noted, 10 cc. of 2 per cent solution of procaine is injected. 

The external popliteal nerve may be injected at any level along the posterior 
margin of the biceps, or at the head of the fibula. With the patient lying on the side 
opposite the one to receive the injections and with the knee flexed, the head of the 
fibula is palpated and a wheal is raised over the depression just below the head. The 
needle is inserted transversely toward the bone, which is met after the peroneus 
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longus muscle has been pierced. Here paresthesias are usually noted, and § cc. of 
2 per cent solution of procaine is injected. If no paresthesias are noted, the solution 
is injected fanwise in close contact with the bone, 10 cc. of 2 per cent solution of 


procainc being used. 


The knee block is completed by making the garter injections of 0.5 per cent solu- 
- tion of procaine, a continuous subcutaneous wheal all around the leg just below the 
level of the tubercle of the tibia. 


Foot 


For a foot block, the anterior and posterior tibial nerves are injected. With the 
patient lying on his back, the knee is flexed so that the sole rests on the table near 
its edge. On the level of the upper margin of the internal malleolus a wheal is raised 
just on the lateral margin of the tibialis anticus tendon. The needle is inserted 
through this wheal in a slightly lateral direction, beneath the tendon of the ex- 
tensor proprius hallucis. Paresthesias should be noted before the bone is reached; 
then § cc. of 1 per cent procaine solution is injected. If paresthesias are not noted, 
5 cc. of 1 per cent solution of procaine is injected here over the tibia and 5 cc. more 
between the tendons of the extensor hallucis and the extensor digitorum longus, a 
little further laterally. The area is then massaged. 

For injection of the posterior tibial nerve the patient lies in the same position. A 
wheal is raised between the medial edge of the achilles tendon and the posterior 
upper border of the internal malleolus. The needle is inserted through the wheal 
horizontally and slightly outward, toward the posterior aspect of the tibia. After 
the deep fascia has been pierced, paresthesias are usually noted, and § cc. of 1 per 
cent solution of procaine is injected. If paresthesias are not noted, the needle is re- 
inserted in the direction of the sagittal plane of the ankle. If paresthesias are still 
not clicited, 10 cc. of 1 per cent solution of procaine is injected beneath the deep 
fascia given in two or three areas. 


An anklet zone consisting of a continuous subcutaneous wheal, with 0.5 per cent 
solution of procaine, is made all around the ankle just above the malleoli. 


COMPLICATIONS 


The complications following peripheral block anesthesia are relatively rare and 
usually not serious. 

There are two types of reaction that may occur, which are: 

1. Excitation of the central nervous system, the early symptoms of which, if 
ignored, can lead to convulsions and death. This reaction is due to toxicity of the 
anesthetic agent and may be manifested either by (a) stimulation, in which loquacity, 
nervousness, restlessness, tremors and convulsions may occur, and in which short- 
acting barbiturates or general anesthesia and oxygen are used for treatment, or by (b) 
depression, characterized by unconsciousness, flaccidity, relaxation, and respiratory 
and vasomotor depression, which may follow or accompany stimulation, and for 
which assisted respiration with oxygen should be given at once. 
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2. Peripheral vascular collapse, which may be manifested by a state of shock, 
with drop in blood pressure, rapid feeble pulsations, perspiration, pallor and possible 
unconsciousness. Treatment is aimed at combating stagnant hypoxia by lowering 
the patient's head, by use of vasopressors and by administration of intravenous fluids 
and oxygen. 

Another type of reaction to the anesthetic agent is the allergic; actually, however, 
such reactions are rare, and treatment depends on the basis of the predominant path- 
ologic manifestation. Psychomotor reactions rarely occur, but when they do occur 


it is usually because adequate psychic sedation was not given. 

Vasopressor reactions occur, depending usually on the concentration of epineph- 
rine or other vasopressor drugs added to the anesthetic agent. These reactions are 
characterized by tremors, nervousness, palpitation, tachycardia, precordial pain, an 
increased rate of respiration and a rise of blood pressure; and, more seriously, by 
cardiac dilatation, pulmonary edema, ventricular fibrillation and death. Treatment 
should consist of the administration of quick-acting barbiturates, oxygen and even 
assisted respiration. 

Other local complications have been described. Horner's syndrome and hoarseness 
usually disappear with the wearing off of the anesthetic agent. Hematomas, as a 
rule, cause no trouble and usually can be avoided by maintaining pressure over the 
injection site for a few minutes. Infection, pneumothorax, temporary paralysis of 
the diaphragm and mediastinal emphysema occur very rarely and usually clear spon- 
taneously. Permanent neural damage and death from intravascular injection of the 
anesthetic agent have been reported, but are extremely rare. 

Though complications of peripheral block anesthesia are reported, they are less 
common, and in general less serious, than are the complications associated with other 
types of anesthesia. Asa prophylactic measure an adequate history should be taken, 
particular stress being laid on previous local anesthetics and possible complications 
or sequelae. The patient should be adequately prepared for the procedure, both 
psychologically and by the administration of sedative drugs, barbiturates being the 
drugs of choice. 

Attention should be paid to the patient's physical status, to correct dosage and 
concentration of the anesthetic agent, and to the rate of administration of the agent. 

A close watch should be kept for premonitory signs of reaction, and the severer 
reactions must be dealt with as soon as they are noted. 


SUMMARY 


The usefulness of peripheral nerve block in general surgical practice is discussed, 
together with its indications and the technics preferred by the author for various 
regions of the body Possible complications are listed, but in the author's opinion 
are less serious than those encountered with other types of anesthesia. 
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surgery abstracts 


ANESTHESIA AND ANALGESIA 


123. Controlled Hypotension. MAX 8. SADOVE, GORDON M. WYANT, LLOYD A. GITTEL- 
SON, AND PAUL ©. BUCY. J. Neurosurg. X:272-283, May 1953. 


The first part of this paper deals with a review of the physiology of the main- 
tenance of blood pressure. It then discusses the principal methods of controlled 
hypertension in active use. These are: (1) controlled arteriotomy and arterial 
retransfusion, (2) preganglionic block by spinal anesthesia, and (3) ganglionic and 
postganglionic block by means of pharmacological blocking agents. 

The authors then relate their own personal experiences with controlled hypo- 
tension using hexamethonium bromide. They stress the point that postural ischemia 
in operations on the head and neck is not a safe procedure, but with the patient 
flat or in slight Trendelenberg position, good control of bleeding can be achieved. 
Reduction of bleeding is attained by securing a moderate fall of systolic blood 
pressure with a narrowing of pulse pressure. This markedly diminishes capillary 
oozing. The authors point out that the methonium compounds have several disad- 
vantages, particularly the unpredictability of response and of dosage. The meticu- 
lous replacement of blood as it is lost is mandatory. There must be no signs of 
impaired peripheral circulation. Hypotension may be reversed by using any of the 
commonly employed vasopressors; however, the dosage of these drugs must be 
very small as response is usually excessively marked in these cases. 29 references. 
3 figures.—Author’s abstract. 


124. Some Common Denominations in 1200 Cases of Cardiac Arrest. wocu k. 
STEPHENSON, JR., L. CORSAN REID, AND J. WILLIAM HINTON. New York, N. Y. 
Ann. Surg. 137:731-742, May 1953. 


Through the cooperation of doctors from all parts of the United States and nine 
foreign countries, the authors have received case reports of cardiac arrest. By 
pooling the experience from a variety of circumstances in many different hospitals, 
a preliminary analysis has been made to arrive at some of the common denom- 
inators, in order to serve as a foundation for a more rational approach to further 
studies on the etiology, prevention, and treatment of this catastrophe. Attention 
is called to the apparent increased incidence. There were 212 cardiac arrests during 
517,000 anesthetics. Many hospitals report an incidence of one case in every 1,000 
operations. Emphasis is placed on the time factor with the revelation that 94 per 
cent of all successful cases had cardiac massage within the first four minutes. Few 
survive a longer delay. There were 336 survivals in the first 1200 cases studied, 
The heart was restarted in 56 per cent of all cases. Attention is called to the age 
incidence of patients with cardiac arrest. Surprisingly enough, over one-fifth of 
all cases occur in the first decade of life, more than in any other age period, Cardiac 
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arrest occurs outside of the operating room more often than is generally realized, 
and management of such cases is described. Photographs and a description of the 
Mobile Cardiac Resuscitation Unit are included. Such a unit is designed to save 
raluable seconds while resuscitation is being attempted by providing a mobile 
pulmonary resuscitator, electrical defibrillator, drugs, EKG machine, intra-arterial 
transfusion set, sterile instruments, electro-phrenic stimulator, etc. 

The importance of the relationship of the vago-vagal reflex in the etiology of 
cardiac arrest is emphasized. Anoxia and hypoxia potentiate this reflex. Also dis- 
cussed are the prognostic aspects with regard to sex, color, age, location, anesthesia, 
and ventricular fibrillation. Mention is made of the neurological sequelae. The 
value of the continuation of this study is obvious, and hospitals are invited to 
continue reporting their cases, in order that a better understanding of cardiac 
arrest will result in an increasingly higher survival rate as well as a rational method 
of prevention. 25 references. 9 figures. 5 tables.—Author’s abstract. 


A very timely paper. It should be in every operating room. One of our young sur- 
geons, Dr. Donald Jurnore, has invented an interesling apparatus attached to the 
blood pressure machine which automatically rings a warning device when there is 
cardiac arrest. The resuscilating team is then called on to function.—J. WH. F. 


PREOPERATIVE AND POSTOPERATIVE THERAPY 


125. Studies on Blood Ammonia in Normal and Shock Stales.. RUSSELL M. NELSON. 
Boston, Mass. and pAvip SELIGSON, Philadelphia, Pa. Surgery. 34:1-8, July 1953. 


Interest in the area of ammonia metabolism has been intensified lately by virtue 
of reports of abnormal or “toxic” manifestations associated with elevated concen- 
trations of blood ammonia. This study was carried out in order to ascertain whether 
or not there was any change in blood ammonia in experimental hemorrhagic shock 
in dogs, and if so, what possible mechanisms were responsible for the changes. 

Shock was produced by hemorrhage into a sterile reservoir system to a pressure 
of 40 mm. Hg which was maintained for six hours. Peripheral blood was sampled 
serially from eight control dogs and from seven in the shock group. Terminal 
samples were taken from visceral vessels in the shock group and under ether anes- 
thesia in the controls. Ammonia determinations were performed by the method 
of Seligson and Hirahara, the error of Which was +5 per cent. 

Results showed that the normal blood ammonia obtained by using this technic 
Was approximately one microgram per milliliter. At the end of six hours, there was 
an increase of two and a half times the normal concentration in the peripheral 
blood of the dogs in shock. 

In the control dogs, the concentrations of blood ammonia were elevated signifi- 
cantly in the portal and renal veins, but with normal hepatic vein blood ammonia 
concentration. In the shock dogs, the portal vein ammonia concentration was 
greatly elevated (over seven times normal), and the concentration in the hepatic 
vein was elevated (over two times the control arterial concentration). 
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In the normal group, ammonia came from the intestine and kidney, with the 
liver removing it. In shock, increased contributions came from the intestine and 
the kidney, with a reduction in the ammonia-removing properties of the hypoxic 
liver. 14 references. 2 figures. 4 tables.—Author’s abstract. 


126. An Evaluation of the Eosinophil Count in Patients Undergoing Major Surgery. 
IRWIN SCHOEN. Long Beach, Calif. LupwiG STRAUSS AND MAX Ww. BAY, Los 
Angeles, Calif. Surg., Gynec. & Obst. 96:403-408, April 1953. 


On patients undergoing major surgery, eosinophil counts were done preopera- 
tively and on the first, second, and third days postoperatively. The counts were 
made by the clinical pathology laboratory in the daily work routine of the tech- 
nicians using the direct chamber counting method of Randolph. On the first post- 
operative day, by the criteria based upon the absolute level of and the per cent 
change in eosinophils, the eosinophil response to major surgery gave excellent 
correlations with clinical manifestations concerning adrenocortical function and 
other factors influencing the level of circulating eosinophils (in all 50 cases studied) ; 
by either criterion alone, that is the absolute count or the per cent change, the 
correlations Were less significant. On the second postoperative day, by using the 
same criteria, even less significant correlations were possible, and on the third post- 
operative day the eosinophil count did not represent any characteristic response 
to surgery. The criterion most useful for evaluating the adequacy of adrenocortical 
function in major surgical patients during the postoperative period, as indicated 
by the normal eosinophil response to surgery, is an absolute eosinophil count of 
less than 60 per cubic millimeter; or if greater than 60 per cubic millimeter the 
count must have fallen to at least a level of 60 per cent lower than the preoperative 
count. When the postoperative count is greater than 60 per cubic millimeter and 
no preoperative count is available for comparison, or if the eosinophil response is 
abnormal! while the clinical status of the patient is normal, then it is suggested that 
the epinephrine, ACTH, and cortisone eosinophil response tests can be used to 
evaluate the patient’s adrenocortical function further by laboratory means. Ade- 
quate adrenocortical function evaluated by the criteria described for the eosinophil 
response to surgical stress could be demonstrated in 92 per cent of the patients on 
the first postoperative day, in 81 per cent of the patients on the second postoperative 
day, and in only 30 per cent of the patients on the third postoperative day. The 
analyses of the normal and abnormal eosinophil responses revealed some interesting 
deductions for therapeutic rationale and suggestions for further study. 10 refer- 
ences. 3 tables.—Ar/hor’s abstract. 


TUMORS 


127. Cushing's Syndrome. KNOWLTON, New York, Y. Bull. New York 
Acad. Med. 29:441-165, June 1953. 
A review of the natural history of Cushing’s syndrome is presented, including 
38 patients studied at Columbia-Presbyterian Medical Center and an additional 
189 patients reported in the literature. 
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In the groups of 38 patients the impressive features were: 1. The impressively 
high incidence of hypertension (92 per cent), abnormal mental reactions (66 per 
cent), and the unusual infections or poor wound healing (42 per cent); 2. The fre- 
quency with which diminished carbohydrate tolerence (94 per cent), demineraliza- 
tion of the spine (74 per cent), and increased urinary excretion of the so-called 
corticoids (70 per cent) were met, while the remainder of laboratory studies were 
only rarely abnormal; 3. The grave prognosis of the disease, with a mortality of 
50 per cent by the end of five years, and the frequency of the occurrence of infec- 
tions and cardiovascular complications among the listed causes of death. 

In the total number of patients, the results of pathological examination of the 
adrenals and pituitary glands were available in 98 patients, and these revealed the 
extraordinary variety of adrenal and pituitary lesions which have been associated 
with the clinical picture of Cushing’s syndrome. Basophilic adenomata of the pitu- 
itary were encountered in 31 per cent, although in a total of 50 per cent some type 
of pituitary tumor was present. Benign adrenal tumors were noted in 11 per cent, 
malignant tumors in 17 per cent, 

Among the 38 patients studied at the Columbia-Presbyterian Medical Center 
treatment has included: a) Removal of a benign adrenal adenoma with a complete 
remission in the 3 patients who survived the stormy immediate postoperative 
period; b) Removal of an adrenal carcinoma which was followed by death from 
metastases in 2 patients, one of whom enjoyed a year’s remission; c) Subtotal 
bilateral adrenalectomy with resultant slight improvement in 2 patients; d) Pitu- 
itary irradiation which has been followed by temporary improvement in 10 of 20 
patients. This improvement was maintained in five instances. 

A spontaneous and complete remission was seen in | patient. 19 references. 
4 figures. 8 tables.—Author’s abstract. 


PLASTIC. SURGERY 


128. Tissue Reactions to Tantalum Gauze and Stainless Sleel Gauze: An Experi- 
mental Comparison. AMOS RK. KOONTZ AND ROBERT C. KIMBERLY, Baltimore, Md. 
Ann. Surg. 137:833-842, June 1953. 


A few years ago stainless steel gauze was introduced into surgery. Immediately 
upon its introduction certain surgeons started using it instead of tantalum gauze 
simply because it was cheaper. Feeling that adequate experimental work on any 
new product should be performed before its clinical use, the authors conducted 
experiments to determine the comparative tissue reactions to tantalum gauze and 
stainless steel gauze. This was done by resecting part of the right rectus muscle 
in dogs and replacing it with tantalum gauze, and part of the left rectus muscle in 
the same dogs and replacing it with stainless steel gauze. It was found that there 
was more proliferation of fibrous tissue through and around the tantalum gauze 
than in the case of the stainless steel gauze. Furthermore, Uw tissues could be 
pulled away from the stainless steel gauze readily, while that was not true of the 
tantalum gauze. It was, therefore, concluded that tantalum gauze was more 


226 « december 1953 QUARTERLY REVIEW OF SURGERY 


| 


suitable for repairing those hernias which have poor tissues and large defects than 
was stainless steel gauze. This was considered to be especially true of those cases 
in Which the edges of the defect cannot be approximated. 

There have been several reports on the breaking of tantalum wire and stainless 
steel wire after repeated bending. The authors’ experiments, together with litera- 
ture reports, indicate that there is very little difference in the number of bendings 
it takes to break stainless steel gauze and tantalum gauze. Any metal will break 
if it is bent often enough. However, by the time tantalum gauze breaks after 
implantation in people, the fibrous response is so great that it doesn’t make any 
difference whether the gauze breaks or not. At any rate, this does not occur as a 
rule until two or more years after operation. 10 references. 1 figure. 3 tables,— 
Author's abstract. 


The findings of the invesligalors with regard lo tantalum gauze and ils ability to 
stimulate fibrous tissue are completely in accord with experimental work done in 1944 
which was reported logether with a clinical experience with 24 cases of hernia repair 
in 1948 (Lam, C. R., Szitagyi, D. E., and Puppendahl, Magda: Tantalum Gauze in 
the Repair of Large Postoperative Ventral Hernias, Arch Surg. 57:234, 1948).-—-C.R.L. 


BREAST 


129. Antecedent Factors in Cancer of the Breast. epwAnp F. LEWISON, Baltimore, Md. 
AND L. WILLIS ALLEN, Durham, N.C. Ann. Surg. 138:39-50, July 1953. 


Although our accumulated knowledge of breast cancer is formidable, we have 
yet to attain the greater part of its conquest. Within the anamnesis of each patient 
there lies a rich reservoir of past events, Which, When redeemed from the oblivion 
of humdrum case histories, must not be the end, but rather the beginning of our 
unremitting effort to delineate the details of cancer. The accurate analysis of im- 
portant antecedent factors in the personal history of patients with breast disease 
may perhaps disclose valid precedents for cancer prevention. 

Many varied conditions have been incriminated at one time or another as being 
intimately related to the cause of breast cancer. The validity of these thorns of 
one’s individual experience may be well worth their warning; however, their truth 
must first be substantiated by scrupulous biostatistical evaluation. What is the 
apparent significance of heredity, marital status, lactation history and the presence 
of benign breast disease or pelvic pathology in relation to cancer of the breast? 
Is it intrinsically true that infertility increases the risk of developing breast cancer? 
To discern fact from fiction, this case-history study was undertaken to ascertain, 
if possible, the tangible influence of certain past events in the destiny of patients 
developing both benign and malignant breast disease. No attempt was made, 
however, to evaluate such factors as trauma, menstrual history (including age of 
menarche and menopause), degree of breast development and endocrine abnormal- 
ities within the limits of this study. 


The antecedent factors in the personal history of 186 patients with breast cancer, 
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272 patients with benign breast disease and 107 patients without breast disease 


were individually investigated and critically compared. 

A family history of breast cancer occurred in 9.1 per cent of the patients with 
breast cancer; in 5.5 per cent of the patients with benign breast disease ; and 1.9 per 
cent of the patients without breast disease. In an age for age comparison, the sig- 
nificance of this hereditary predisposition actually appeared to be enhanced. 

No significant difference was noted in the three series of patients regarding the 
incidence of associated operative or non-operative gynecological disease. 

In an age for age comparison, the incidence of single Women among patients 
with breast cancer was 6.6 per cent; among patients with benign breast disease the 
incidence was 3.9 per cent; and among patients without breast disease the incidence 
was 3.4 per cent. The apparent prevalence of cancer of the breast among single 
women is confirmed. 

A significantly lower fertility rate was noted in patients with cancer of the 
breast. The average number of pregnancies per woman was 1.91 fewer in the cancer 
series than in the control series. 

Any relation between disease of the breast and history of lactation may lie in 
an absence of physiologic function. Presumptive evidence indicates that the meth- 
ods used in the control of lactation may be of some importance. 

In the treatment of breast cancer the concept of early diagnosis and timely 
therapy is a sovereign precept which affords the highest hope of greatest benefit. 
Thus, it is imperative that our index of suspicion must become more and more 
discerning of malignant disease on less and less clinical evidence. If the auspices 
of the aforementioned antecedent factors favor a predisposition toward breast 
cancer, then frequent and regular re-examination seems the surest means of its 
earliest recognition. 28 references. 1 figure. 8 tables.—-Author’s abstract. 


This is an excellent study. It helps to confirm opinions concerning some of the im- 
portant antecedent factors in breast cancer. —T. G. O. 


130. The Argument for Preoperative Radiation in the Treatment of Breast Cancer. 
C. L. ASH, VERA PETERS, AND NORMAN C, DELARUE Surg., Gynec., & Obst. 
96 509-521, May 1953. 


Although only a very few years ago the operation of radical mastectomy was 
considered one of the better ‘cancer operations’, due to the technical possibility 
of performing a wide excision in most instances of the local lesion with an anatom- 
ical dissection of the lymphatic drainage area, certain causes for dissatisfaction 
with the results obtained have led to a reassessment of the whole problem of mam- 
mary carcinoma and its treatment. 

Fundamentally this dissatisfaction stems from the statistical evidence that un- 
treated cases have a mean survival of over three years, and show a 22 per cent 
five year survival, as compared to a figure of approximately 33 per cent which was 
the best that could be obtained by radical mastectomy in cases thought suitable 
for operation. Not only was this figure far from impressive, but additional evidence 
showed that better than 60 per cent of patients subjected to surgical treatment 
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already had involvement of the axillary lymph nodes with a fall in the five year 
survival rate from 70 per cent in the early stage-one cases to less than 30 per cent 
in these later cases. Finally, many observers have found it impossible to obtain 
any five year survivals in certain complicated or advanced cases which have been 
segregated as a “categorically inoperable group”. 

In assessing the causes of death in these patients despite a radical surgical pro- 
cedure, it is at once obvious that fatality must be due to the fact that disease is 
present beyond the anatomical limits of the operation, having been previously 
disseminated by lymphatic or hematogenous channels, or possibly spread at the 
time of the operative insult to the axilla by division or manipulation of involved 
lymphatic vessels. 

With these possibilities in mind, attempts have been made to improve the re- 
sults along two divergent pathways. In the conservative approach to the problem, 
cases in the so-called “categorically inoperable group” have been excluded, thus 
selecting for surgical treatment only more favorable types of the disease. On the 
other hand, a more radical approach has been made by those who have attacked 
directly the lymphatic metastases that are so common in the neck and in the an- 
terior mediastinum. 

In a similar attempt to widen rather than limit the scope of surgical treatment, 
a group of advanced cases falling into stage 4, of the Richards classification have 
been treated by a combination of cancericidal radiotherapy (4,200—4,500 r. delivered 
within 2-2!4 weeks), as a preoperative measure followed when the radiation re- 
action has completely subsided by a standard radical mastectomy. It should be 
stressed that there have been no apparent technical disadvantages encountered in 
this series, and it is believed that the dangers of preoperative radiation, which 
might affect the operative procedure, the healing of the operative wound, or subse- 
quent edema of the arm and impairment of shoulder motion, have been over- 
emphasized in the past. 

In this series of advanced cases the five year survival rate is 41 per cent, as com- 
pared with the 16 per cent survival in a similar group of stage 4. cases treated by 
radical mastectomy followed by postoperative radiation. In addition, the ten year 
figure of 15 per cent is a considerable improvement compared to the 8 per cent 
survival in the series in which radiation was delivered postoperatively. It is also 
interesting to note that with improvements in the technic of administering the 
radiotherapy, the five year survival rate has risen from 32.5 per cent in the period 
1933-1941, to 50 per cent in an identical number of cases (40) treated from 1942- 
1916. 

As these results compare favorably with those obtained in less advanced cases 
by other methods of therapy, it is believed that the use of preoperative radio- 
therapy in full cancericidal dosage warrants further trial. 25 references, 9 tables.— 
Author's abstract. 


This method of treatment deserves further study. —T. G, O. 
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STOMACH AND DUODENUM 


131. A Combined Physiological Operation for Peptic Ulcer (Partial Distal Gas- 
lreclomy, Vagolomy and Gastroduodenostomy): A Preliminary Report. Henny 
N. HARKINS, Seattle, Washington. West. J. Surg. 67:316-319, June 1953. 


On the basis of physiological studies of gastric acid secretion, it is believed that 
a desirable operation for duodenal ulcer (and some marginal ulcers) should remove 
as little stomach as possible. At the same time it should check the hormonal and 
cephalic phases of gastric secretion and maintain gastroduodenal continuity. 

A combined operation incorporating these principles has been devised and in- 
cludes a partial distal gastrectomy (antrumectomy), vagotomy, and gastroduodenal 
(Billroth 1) anastomosis. 


A transabdominal vagotomy is performed using the routine precautions to make 
certain that all fibers are sectioned. The stomach and duodenum are mobilized, 
the former by section of the left gastric artery and the latter by the Kocher maneu- 
ver. The duodenum is transected without clamps distal to the ulcer, and the 
stomach is sectioned between clamps so as to leave a five centimeter opening at the 
greater curvature side and so that the lesser curvature side is closed obliquely 
according to the Schoemaker method. The lesser curvature portion of the stomach 
is closed, and the greater curvature opening is anastomosed, usually with two rows 
of silk, to the duodenal opening. The suction tube is left in place for five days. 
This procedure is advised for duodenal ulcer, some marginal ulcers, but not at the 
present time for gastric ulcer. 

The early results of this combined operation proved successful for 16 patients, 
except in one case, the first, in which a different technic and subsequent gastro- 
jejunostomy was performed, and there was no mortality. 18 references. 1 table. 
Author's abstract. 


132. Primary Tumors of the Duodenum. BAY FE. EBERT, GERALD F. PARKHURST, 
OAKLEY A. MELENDY, AND MELVIN P. OSBORNE, Brookline, Mass. Surg., 
Gynec. & Obst. 97:135-139, August 1953, 


A report of 23 primary tumors of the duodenum seen at the Boston City Hospital 
during the past 50 years includes eight benign and 15 malignant lesions. 20 of 


these tumors, eight benign and 12 malignant, represent an incidence of .08 per 


cent in 25,000 autopsies. These, reported in table form, were three argentaflinomas, 
two neurofibromas, two leiomyomas, two lipomas, 12 carcinomas, and three sar- 
comas. Pancreatic and gastric rests and 14 ampullary carcinomas involving the 
common bile duct were not included in this series, 66 per cent of the primary 
malignant tumors showed metastasis. 

Three adenocarcinomas were surgically resected. Two of these were infra- 
ampullary, localized lesions, and segmental resections of the duodenum were per- 
formed with survival. Both cases, presented in detail, had end to end anastomosis 
beneath the superior mesenteric vessels. One patient developed evidence of local 
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recurrence 25 months, and the other patient developed evidence of recurrence 12 
months after operation. A review of the literature for the surgical treatment of 
infra-ampullary, malignant tumors of the duodenum is included, reporting a sur- 


vival time ranging from three months to three years for segmental resection, and 
an average survival time of 21 months for palliative procedures such as gastro- 
enterostomy, duodenojejunostomy, and biliary decompression. The authors con- 
clude that in these two cases, at least, cure might only have been sought after a 
more radical pancreatoduodenectomy. 9 references. 2 tables.—-Author’s abstract. 


Valignant lumors of the duodenum are usually best removed by means of a radical 
pancrealo-duodeneclomy. It is a formidable operation, but any procedure of lesser 
degree is little more than a local excision and recurrence is likely.——J. M. W. 


INTESTINES 


133. Surgical Treatment of Sigmoid Diverticulitis. James ©. LEWIS AND ALFRED 
HURWITZ. Surgery 33:481-194, April 1953. 


A review of the literature and a detailed clinical and pathologic study of 10 
consecutive cases of sigmoid diverticulitis treated at the Newington Veterans 
Administration Hospital since 1916 suggest that surgical removal of the diseased 
segment of the colon can be accomplished with a low mortality and morbidity rate 
and offers the greatest hope for a cure. The problems of surgical management, the 
high morbidity rate, and the high recurrence rate associated with surgical measures 
short of resection are presented. Early primary resection before the complications 
of obstruction, perforation, and fistula formation could develop, and orderly, 
planned surgical procedures with resection as the ultimate goal in the complicated 
cases resulted in no mortality, a short period of hospitalization and no recurrence 
for periods of 21 months to 58 months following discharge from the hospital (1946 
to April 1, 1953). 

Pathologic review of the resected segments revealed a minimal incidence of acute 
inflammation and a predominance of old chronic inflammatory changes in the 
colon wall and the pericolic tissue. This study suggested that the acute inflamma- 
tion rapidly subsides under supportive and antibiotic therapy leaving irreversible 
and permanent damage which produces the distortion, angulation, and stenosis 
so characteristic of the disease. The extent of this damage represents the degree 
of vulnerability to repeated attacks of diverticulitis and its complications. These 
findings indicate that early extirpative surgery is both necessary and safe, 

Consequently, the authors recommend that all patients with severe acute diver- 
ticulitis or recurrent attacks should be treated by early wide resection of the dis- 
eased segment after the clinical signs of acute inflammation have subsided. To 
these indications for surgery should be added the patients in whom differentiation 
between carcinoma and diverticulitis can not be made, or in Whom massive hemor- 
rhage has occurred. 
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The treatment of the complications of diverticulitis are reviewed. The value of 
an early completely diverting colostomy, preferably in the right half of the trans- 
verse colon, is emphasized. This should be followed by wide resection of the dis- 
eased segment and closure of the colostomy. 

Surgical resection in all cases was directed not only toward the removal of the 
severely involved localized segment of colon, but also to a wide resection of the 
redundant sigmoid. It is suggested and emphasized that removal of the redundant 
sigmoid is important in preventing future stasis and subsequent inflammation in 
any residual diverticula because a straight tube that can empty readily is substi- 
tuted for the redundant colon in which stasis is prominent. 23 references. Author's 
abstract. 


SPLEEN 


134. The Problem of Splenectomy in Diseases of the Spleen. II. Splenectomy of the 
“Hypersplenic Syndrome.” s. p. Lucta, San Francisco, Cal. West. J. Surg. 
67:325-331, June 1953. 


A diagnosis of hypersplenism is often difficult to make since other tissues, which 
may at first appear to be the source of the disease process, are almost always in- 
volved intercurrently. It is frequently possible, however, to detect the presence of 
an overactive or dysfunctional spleen by examining the hematopoietic system for 
evidences of abnormal splenic influence. A concept of hypersplenism is presented 
which includes four types of aberrant splenic activity: 1. accentuated phagocytic 
activity; II. imbalance of the “hormonal control system”; IIL. abnormal immuno- 
logic activity; and IV. the excessive production of a “capillary toxin.” Instances 
of combined varieties are encountered more often than the isolated types. 

Laboratory examinations available at present for differentiation of the types of 
hypersplenism are: (1) demonstration of increased phagocytic activity in material 
obtained from a splenic tap; (2) examination of the bone marrow indicating either 
suppressed formation or maturation arrest of blood cells; (3) the demonstration of : 
(a) lysins of the lysolecithin type in the peripheral blood; (b) autohemolysins, 
autohemagglutinins, or blocking antibodies in the blood serum, or (c) antibodies 
adsorbed to the surface of the erythrocytes; and (4) the demonstration of trans- 
ferrable toxins acting to increase capillary permeability. The chances of obtaining 
clear cut positive reactions with any of these technics will be best if fresh specimens 
of blood are examined during periods of crisis or acute illness. 

Splenectomy is urgently indicated in the primary “hypersplenic syndrome” and 
in secondary hypersplenism if the presence of the hyperactive spleen endangers 
life beyond that produced by the primary disease of which it is a sign. Since an 
improperly functioning spleen may harbor “toxic” substances which may circulate 
throughout the body, minimal manipulation of the spleen during splenectomy is 
recommended, 16 references. 4 figures. 1 table. 1 chart.--Author’s abstract. 
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obstetries abstracts 


NORMAL PREGNANCY INCLUDING DIAGNOSTIC TESTS 


113. Caudal Anesthesia in Obstetrics with Associated Relaxation Technics. ROBERT 
N. RUTHERFORD, Seattle, Wash. West. J. Surg. 6/:285-296, June 1953. 


This is a study of the use of continuous caudal anesthesia over a five year period 
in 2,213 patients in a private practice. There were no maternal mortality or 
serious complications in the series. Caudal was not used in the presence of pilonidal 
cyst, past coccygectomy, or superficial infections. The principal source of the 
3 per cent failures of anesthesia in the group is attributed to the patients not 
being adequately prepared emotionally for the experiences of labor and delivery. 
Mechanical difficulties are minimal in trained hands. 

A thorough account is given of the parent education, father participation, and 
close doctor-nurse supervision utilized by this group to neutralize such en otional 
upsets and to build a happy, healthy atmosphere for the prospective parents. A 
detailed account of the technical aspects of administering various regional anes- 
thetics is presented. The use of pitocin to stimulate uterine contractions after the 
anesthesia has been established is discussed in detail with both dosage and interval 
of administration given. There is given in detail a very careful description of the 
elective induction of labor covering 498 primiparous and 861 multiparous patients. 


If one accepts the routine use of outlet forceps and episiotomy, the length of 
labor is lower in the group receiving regional anesthesia and pitocin than in a 
control group delivered under general anesthesia and with no pitocin. It is hoped 
that this account of successful use of regional anesthesia, induction, and father 
participation in a fairly large cross section of private patients will interest others 
to conduct studies along these lines. 12 references. 4 figures. 2 tables. 2 charts. 
—Author’s abstract. 


114. The Relarant Drugs in Obstetric Anesthesia, BARBARA E. THOMAS AND JOHN 
Gipson, London, England. J. Obst. & Gynaec., Brit. Emp. 60:378-383, 
June 1953. 


Experience in the use of light general anesthesia in combination with relaxant 
drugs led to the impression that this was an advance on other forms of anesthesia 
for all types of obstetric operations. 

A review of 660 patients on whom various obstetric maneuvres were performed 
in a 15 month period at Queen Charlotte’s Hospital was conducted. Five hundred 
and one of these patients received one of the relaxant drugs as part of their 


anesthesia. 

Results from these 501 cases, from both maternal and fetal outlook, appear to 
be entirely satisfactory; the form of anesthesia described seems to possess all the 
advantages ascribed to spinal and"local anesthesia without the disadvantages. 
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The technics employed are also described. Maternal morbidity and fetal 
mortality in the cases receiving relaxants is compared with the figures for 1949, 
When relaxants were not used. The resuscitation of babies after a difficult or 
abnormal delivery is recounted. Attention is drawn to the fact that the person 
most suited to perform such resuscitation is the anesthetist. Because the anes- 
thetic technics described are not suitable for the untrained anesthetist, a plea is 
made for the employment of a trained anesthetist in large obstetric units. 11 
references. tables.—-Author’s abstract. 

The term “relarant drugs” is tremendously comprehensive. Il is important even 
in an abstract of the original article lo explain which drugs were used and how. That 
a trained anesthetist is an essential for hospital obstetrics is obvious... A. 


115. The Erythrocyte Sedimentation Rate in Pregnancy. GWYNeTH M. HAMILTON, 
London, England. J. Obst. & Gynaec., Brit. Emp. 60:409-115, June 1953. 


The E.S.R. was obtained from a number of nonpregnant women and from 
women in all stages of pregnancy. It was found to rise from the beginning of the 
second month of pregnancy, and to continue to rise till the 36th week. It tended 
to fall before term, and this fall continued during the immediate postnatal period. 

The E.S.R. was uninfluenced by age, parity, multiple pregnancies, or by any of 
the common complications of pregnancy, and was of no value either as a diagnostic 
test of pregnancy or as an indication of infection during pregnancy. Literature 
dealing with the mechanism of the E.S.R. in pregnaney was reviewed: it was 
pointed out that though the usual reasons given for the increase in the E.S.R. are 
valid, they do not account for the early increase that occurs in pregnancy. 

I:xperiments were described in which the E.S.R. was estimated before and after 
nonpregnant women received injections of estrogen, progesterone, and chorionic 
gonadotrophin. These experiments revealed that estrogen and progesterone 
increased the sedimentation rate while chorionic gonadotrophin retarded it, 

It was suggested that the early rise in the E.S.R. in pregnancy results from the 
increased blood levels of estrogen and progesterone occurring at this time. 16 
references, 1 figure. 8 tables.—Author’s abstract. 


116. A Pelvie Study. I. The Sacrum, Its Significance in Obstetrics. LAeUTENANT 
LAURENCE G. noTH, Medical Corps, U. S. Navy. Am. J. Obst. & Gynec. 
66 62-606, July 1953. 


Accurate evaluation of the sacrum in obstetrics requires roentgen study. Clinical 
examination reveals little of the sacrum except its tip. 

In a study of 246 primiparous patients, a classification of the pelvic curve of 
the sacrum was devised for descriptive purposes. These curves are: (1) that 
resembling a Hockey stick, (2) the letter J, (3) a STrais ut line, (4) a S//allow 
curve, (5) the Average curve shown in most textbook drawings which is inter- 
mediate between the shallow curve and (6) that of a Sickle. The other sacral 
curves have no significance. In practice, there is some over-lapping of types. 
The incidence distribution is approximately even. 
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The forward curve of the J and H sacrum presents a ledge to impede descent 
and rotation of the vertex beyond the midplane. In the platypellic pelves ob- 
served, this effect was noted as persistence of the occiput transverse position, such 
pelves having H and J sacral curves in over 60 per cent of instances. In all types 
of pelves Where an occiput transverse position was noted at the midpelvis, half 
had H and J type curves. 

The SI curve presents a similar forward-jutting ledge. However, its great 
concavity provides an excellent area in which to effect rotation operatively, when 
so indicated, and in preference to rotation at station, 

More than half of the patients of either short or tall stature had pelves with 
ST or SH curves. The area available in the posterior segment is in effect increased 
by this type of curve, and is important. 

The role of the several curves is graphically indicated by superimposing Hodges’ 
parallel planes on the lateral roentgenograms. ‘The effect of the sacrum upon the 
posterior segment is then evident, 

Problems arising in the midpelvis, when the vertex is through the inlet, require 
the greatest skill and judgment. If one believes in the importance of avoiding 
unnecessary sections and traumatic deliveries, or if a trial forceps delivery is to 
be attempted, knowledge of the sacral curve becomes important. With the knowl- 
edge available from combined clinical and roentgen pelvimetry, the mechanism 
of descent can often be predicted, positional dystocia can be evaluated, and opera- 
tive delivery may be carried out judiciously through the most favorable diameters 
and at the best station thus determined. 5 references. 2  figures.--Author’s 
abstract. 


LL7. Estrogen Metabolism in Human Pregnancy. A Sludy with the Aid of Deulerium. 
W. H. PEARLMAN, M. R. J. PEARLMAN, AND A. E. RAKOFF, Philadelphia, Pa. 
Am. J. Obst. & Gynec. 66:370-374, August 1953. 


The following experiments were conducted to test the hypothesis advanced by 
G. V.S. Smith and O. W. Smith that progesterone decreases the rate of estrogen 
inactivation by facilitating the in vivo conversion of estrone to estriol. This theory 
has a bearing on the rationale underlying current use of estrogen and progesterone 
for treatment or prophylaxis in various pregnancy complications, 

Estrone labeled with deuterium was prepared and injected intramuscularly as 
the acetyl derivative into two women who were in the last trimester of pregnancy. 
The deuterium content of the urinary estrogens (estrone, estradiol, estriol) was 
determined with the aid of a massratio spectrometer; the quantities of these 
estrogens in the urinary extracts were estimated by bioassay. 

The recovery of the administered isotopic estrone acetate in the form of urinary 
estriol was very low (3.5 per cent, 4.0 per cent), as was also the total estrogen 
recovery (5.9 per cent, 7.2 per cent). Furthermore, the percentage conversion 
of estrone to estriol was similarly low (3.6 per cent, 3.4 per cent, 4.0 per cent). 
These data are contrary to the expectations based on the theories of the Smiths. 
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These findings do not necessarily detract from the practical value of the substi- 
tutional therapy recommended by the Smiths, but the validity of certain bio- 
chemical theories underlying such therapy is seriously questioned. 

Further work along these lines is in progress. 20 references. 1 figure. 2 tables. 
— Author's abstract. 


A group from the Chicago Lying-in Hospital recently presented a study of the 
clinical findings in the administration of estrogen and progesterone in pregnancy. 
The findings of this study were practically completely negative, bul the underlying 
hypothesis was not attacked. Now we have work which seems to demonstrate thal 
even the theory is faulty. O, lack a day.—¥. A. S. 


PATHOLOGIC: PREGNANCY 


118. Studies on Polassium in the Toremia of Lale Pregnancy. GUNNAR NORDEN- 
siRaHL, Sweden. Acta obst. et gynec. Scandinay, 32:1-118, Suppl. 3, 1953. 


The potassium content in blood, serum from the umbilical cord, and amniotic 
fluid is studied in normal pregnancy and in cases of toxemia. The potassium 
concentration in certain organs is determined in four cases of death from eclampsia 
and eight cases of death from other diseases. Of the latter, four patients died in 
conjunction with parturition or confinement. In addition, the effect of therapeutic 
measures commonly employed in toxemia upon the potassium and sodium excretion 
in the urine is studied. These measures included bed rest and low salt diet, as 
well as ammonium chloride, potassium chloride, DCA and Cortisone medication. 
The potassium and sodium excretion is studied ante partum in cases of toxemia 
and post partum in normal pregnancy and toxemia. 


It is shown that potassium is retained more extensively in toxemic patients than 
in normal pregnant women. The primary objectives of the investigation are to 
establish the site of the retention of this potassium, and to confirm that an in- 
creased potassium excretion takes place in toxemic patients post partum. 

The blood analyses reveal that the potassium concentration in serum water is 
probably somewhat higher in cases of toxemia than in cases of normal pregnancy, 
and that the potassium concentration in the blood cell water is the same in toxemia 
and normal pregnancy. 

The analyses of the serum from the umbilical cord show that the potassium 
concentration is equally high whether or not the mother has toxemia. The sodium 
concentration, on the other hand, is higher in the serum from the umbilical cord 
when the mother has toxemia. 


The analyses of the amniotic fluid show that the same potassium content occurs 
in toxemia as in normal pregnancy. 
The analyses of the organs show that no lower potassium concentration in 
musculature and brain tissue is encountered in the cases of eclampsia than in the 
other cases. Lower potassium content in liver and kidney is revealed in the cases 
of eclampsia. 
Inasmuch as edema in all tissues occurs in the cases of eclampsia, it is concluded 
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that the edema is not only interstitial but is also intracellular in the musculature 
and the brain. Accordingly, the retained potassium is encountered therein, 

The negative potassium balance post partum in toxemic patients demonstrated 
by Taylor et al. and Dieckmann is confirmed by the present investigation. It is 
shown that more potassium is excreted in the urine of the toxemic patients than 
in the normal pregnancies during the first nine days post partum. 

It is demonstrated that when the edema decreases ante partum in cases of 
toxemia more sodium is excreted, but only inconsiderably more potassium, indi- 
cating a decrease in the extracellular fluid. Accordingly, Dieckmann’s observation 
is confirmed. 

It is shown that administration of ammonium chloride to toxemic patients on 
salt-poor diet increases the potassium excretion in the urine more than it does the 
sodium excretion. 

It is demonstrated that potassium administered in the form of potassium chloride 
to normal pregnant women and patients with toxemia is not retained, and that 
potassium chloride medication results in a slight increase in the sodium excretion 
in the urine in normal pregnant women and in patients with toxemia. 

It is shown that DCA and Cortisone administered in the usual therapeutic doses 
produces a decrease in the sodium excretion in cases of toxemia. In the toxemic 
patients DCA medication causes a slight decrease in the potassium excretion, and 
Cortisone produces a slight increase. Accordingly, DCA has the same effect upon 
the patients with toxemia as upon the normal nonpregnant subjects. This seems 
to indicate that a hyperfunction of the adrenal cortex does not exist in toxemia. 


The sources of error in the organ analyses are discussed. It is pointed out that 


conclusions based upon organ analyses must be drawn with the greatest caution. 
282 references. 16 figures, 16 tables. 


119. Diabeles and Pregnancy. OpbMUND KOLLER, Oslo, Norway. Acta obst. et 
gynec. Scandinay, 32:80-103, Fase. 1, 1953. 


A series comprising 104 pregnant diabetic women with 132) pregnancies has 
been studied and the following conclusions are drawn: 

Pregnancy may be considered as a functional test of the stability of the carbo- 
hydrate metabolism. In some cases the pregnancy may make a latent diabetes 
manifest. In some of these cases the diabetic symptoms may disappear after 
parturition and recur again during a subsequent pregnancy. Years later the 
disease may become permanent, 

There is no significant difference in the abortion rate between diabetic and non- 
diabetic Women at the present state of diabetic control. 

The severity and stability of the diabetic disease seem to play a minor role in 
the fetal mortality rate. Severe acidosis and chronic nephropathy in long standing 
diabetes were the only factors likely to be fatal to the fetus that could be deduced 
from the diabetic history of the mother. 

Differences in the rate of fetal growth in diabetic pregnancies do not seem to 
depend upon differences in blood sugar levels in the mothers. 
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Toxemia in diabetic women does not materially influence the fetal mortality 
rate, 

The prognosis seems to be good for the baby, if living when labor starts. The 
increasing intra-uterine death rate towards term, however, and the tendency to 
large babies, often make artificial termination of pregnancy necessary, preferably 
in the 37th week. Chronic nephropathy strengthens the indication for early 
delivery. 

Induction of labor is recommended, but the patients ought to be closely watched. 
Slow progress, or signs of fetal distress, may make a Cesarean section necessary, 
especially in’ primiparae. Prophylactic Cesarean section should be done on 
obstetric indications, and should be seriously considered in the case of elderly 
primigravidae and in patients with long standing diabetes. 

\ follow-up study of the offspring of diabetic women, prediabetic women, and 
diabetic men, comprising 140 babies from the first group, 115 from the second, and 
1253 from the third, revealed an increased incidence which was significantly in- 
creased in the offspring of juvenile diabetics (27.3 per cent). In fact, the mal- 
formation rate among the offspring of the diabetic women, whose disease had 
started after the age of 14, was by no means definitely increased (2.8 per cent). 
Neither in the offspring of prediabetic women, nor in those of diabetic men, was 
any increased malformation rate to be found. It should be added, however, that 
the number of children with a juvenile diabetic father was too small to warrant 
any statement concerning the malformation rate in this group. 

The sex ratio of the 12 malformed babies with diabetic mothers was interesting. 
All but one of the babies were females. 23 references. 4 figures. 5 tables. 


120. Parolilis During Pregnancy. 0. YLINEN AND P. A. JARVINEN, Helsinki, Fin- 
land. Acta obst. et gynec. Seandinay. 32:121-132, Fase. 1, 1953. 


Thirteen cases of maternal parotitis during pregnancy which occurred in Hel- 
sinki over the period 1919-50 (Table 2) are reported. In seven of these the onset 
of parotitis occurred during the first three months of pregnancy. Abortion ensued 
3 to Lt days after the onset in three cases, and in two an abnormal baby was born. 
One of them was a stillborn and severely deformed monster, and the other had an 
intestinal atresia, Two babies were normal. In 6 instances, parotitis occurred in 
the second or third three months of gestation. In one of these cases, a mongoloid 
infant was born subsequent to infection with parotitis in the fourth month of 
pregnancy, but this mother had a toxoplasmosis infection coinciding with the 
parotitis, In one case, parotitis occurred in the seventh month of pregnancy and 
was followed by a premature delivery nine days after the onset of the disease. 
The other pregnancies were uneventful and the children normal. 

The authors, having made a search of the literature, collected 91 (98) cases of 
maternal parotitis during pregnancy, including their own series. They are of the 
opinion that parotitis occurring in the first three months of pregnancy can damage 


the fetus and cause congenital malformations. This view is largely upheld by the 


cases published in the literature. 26 references. 2 tables. 
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121. Polyeystic Renal Disease and Pregnancy. GUNNAR JORGENSEN, Acta obst. 
et gynec. Scandinay, 32:238-242, June 1953. 


A case of bilateral polycystic renal disease co-existing with pregnancy in a 
patient, aged 37, in whom abortion was induced because of the renal lesion, is 
presented. 

After briefly reviewing the pathogenesis and clinical course of polycystic renal 
disease, the author sets out the following indications for inducing an abortion: 
(1) In the early and symptomless stage of the disease, abortion is not indicated, 
(2) In its late stages, and in the presence of symptoms, there is a relative indica- 
tion, depending on the duration of symptoms. (3) Present and past urinary tract 
infection weighs heavily in favor of abortion. (4) In the presence of hypertension, 
or reduced kidney function, the indication is absolute. 10 references. 


122. Naegelis Pelvis. 3. 4. Apowins. Acta obst. et gynec. Seandinay, 3?2:261-209, 


De 
June 1953. 


A case of Naegele’s pelvis in a 33-year-old primipara is described. The external 
pelvic measurements were 23, 25 and 19 em. respectively. Diagnosis was made 
with the aid of roentgenography during labor. A Cesarean section was performed 
after three days’ labor, a living girl weighing 3,810 Gm, being delivered; the post- 
operative course was normal, 10 references. — 1 figure. 


123. A Case of Haemolytic Anoemia Induced by Pregnancy. v. zacnHAntar. Acta 
obst. et gynec. Seandinay. 32:250-263, June 1953. 


The author reports the case of a woman who developed subchronic hemolytic 
anemia during two successive pregnancies, and who also had a crisis in the interval 
between the two pregnancies, possibly of infective origin. 


The literature on the subject is reviewed, and the diagnosis, treatment, and 
yathogenesis are discussed. 37 references. 4 figures. 1 table. 


124. Oxygen and Carbon Dioxide Content of Umbilical Ariery and Vein Blood in 
Toremic and Normal Pregnancy. ©. A, B. CLEMETSON AND J. CHURCHMAN, 
London, England. J. Obst. & Gynaec. Brit. Emp. 60:335-344, June 1953. 


The frequency of antepartum fetal death in pre-eclamptic toxemia, and the 
hypothesis that placental or uterine ischemia may be the cause of toxemia, make 
it desirable to know the adequacy of fetal oxygenation in this condition, 

A segment of the umbilical cord was isolated at birth, and specimens of blood 
were collected anaerobically over mercury from the umbilical vein and arteries. 
Duplicate oxygen and carbon dioxide analyses and oxygen capacity determinations 
were carried out by the Van Slyke and Neill (1921) manometric method. 

1. 44 Spontaneous vertex deliveries: 
There was a striking difference between the results of analysis of the umbilical 
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artery blood from those who did and those who did not have the umbilical cord 
coiled around the neck at birth; this made it necessary to exclude all cases of cord 
obstruction from the comparison of normal and toxemic pregnancy. The babies 
of toxemic mothers without cord obstruction in this group showed a low umbilical 
artery oxygen content, but the umbilical vein oxygen content was unchanged. 


2. 7 Forceps deliveries: 


The indications for forceps delivery were various, but it would appear that the 
oxygen administered to the mother caused an increased oxygenation of the fetus 
in the non-toxemic group. 


3. 14 Cesarean sections: 

In spite of oxygen being administered to the mothers, it was found that all the 
babies born by Cesarean section were poorly oxygenated when compared with 
those born spontaneously. The babies of toxemic mothers in this group showed a 
very low oxygen content in both umbilical artery and vein. This may in part have 
been due to a fall in maternal blood pressure during the operation. 

The low umbilical artery oxygen saturation found in babies born spontaneously 
of toxemic mothers is interpreted as indicating a lowered oxygen tension in the 
fetal tissues. 

The placental ischemia theory of the etiology of toxemia of late pregnancy is 
reviewed in the light of these findings. 25 references. 1 figure. 3 tables.-Author’s 
abstract. 


125. Vomiting of Pregnancy. ABDEL FATTAH YOUSSEF AND GEORGE 8. BARSOUM, 
Cairo, Egypt. J. Obst. & Gynaec., Brit. Emp. 60:388-397, June 1953. 


There is a growing mass of evidence indicating that allergy plays an important 
role in the etiology of vomiting during pregnancy. Adreno-cortical deficiency has 
often been blamed as an etiological factor in the same condition, though thera- 
peutic trials with adrenal cortex have not given, so far, uniformly good results. 


In recent years experimental and clinical evidence has accumulated to show that 
adreno-cortical deficiency plays an important role in the mechanism of production 
of allergic disease. The above-mentioned considerations, taken together, suggest 
a possible interrelation between adreno-cortical insufliciency and allergic hyper- 
sensitivity in the causation of vomiting of pregnancy. Though this interrelation 
has been investigated in relation to many disorders, no attempt was made to 
think on the same lines in considering the etiology of pregnancy vomiting. 

Thirty cases of hyperemesis gravidarum were investigated to discover the 
possible bearing of this “adreno-allergic concept” on the etiology of the condition. 
All cases were hospitalized. For the first six days after admission no treatment 
was given. During this period the effect of hospitalization and dietetic regulation, 
together with careful suggestion and reassurance, was tried. Various laboratory 
investigations were conducted, including the estimation of the histaminolytic 
index of the blood (the concentration of histaminase and allied enzymes) of every 
patient and of a control normal woman of the same duration of pregnancy. Cases 


240 e december 1953 QUARTERLY REVIEW OF SURGERY 


who continued to vomit were then given only antistine, 100 mg. twice daily by 
intramuscular injection for 7 days. Then, if they were not cured, percorten was 
also given in a dosage of 5 mg. intravenously twice daily for another 3 days. 


It was found that 17.9 per cent of the cases were completely cured by hospitaliza- 
tion, reassurance, and regulation of diet. It is assumed that vomiting in these 
cases is entirely of neurotic origin. None of these cases had a family or past history 


of allergy, and with one exception, the histaminolytic index of the blood was not 
diminished. 


Sixty and seven-tenths per cent of the cases responded either to antistine alone, 
or more often, when percorten was additionally given. In all cases except one, the 
histaminolytic index of the blood was markedly diminished sometimes to 0 per cent. 
It is only in this group, cured by antiallergic therapy, that the histaminolytic index 
of the blood was at all diminished. This indicates that vomiting in this group, 
which is by far the largest, is allergic in nature. In about one-third of these cases 
there was a family or past history of allergy. 

The dramatic effect observed when percorten was given in combination with 
antistine to those cases that did not completely respond to antistine alone, and 
the fact that this effect far exceeded that which we attained when we previously 
used percorten alone, indicates that the two drugs act synergistically in some 
way. It also illustrates the importance of the adreno-allergic concept in the 
etiology and treatment of the condition. In normal pregnancy there is a marked 
increase of the histaminolytic power of the blood, which probably represents a 
prophylactic measure against a potential histamine intoxication. There is also 
marked hypertrophy of the adrenal cortex. The majority of cases of pregnancy 
vomiting are allergic in origin and are due to failure, or deficiency, of these allergic 
mechanisms. The importance of the allergic factor in this condition has hitherto 
been greatly underestimated by obstetric authors. 


In 21.4 per cent of our cases vomiting persisted in spite of the above therapy. 
In none of them was the histaminolytic index of the blood diminished, nor was 
there a family or past history of allergy. The cause of vomiting in these cases is 
obscure. Possibly it was started by one of the two important factors, allergy or 
neurosis; the initial cause eventually became spontaneously corrected, though not 
apparent, the vomiting being maintained by the resulting disturbed metabolism. 
Cases in this group responded to the initiation of customary lines of treatment, 
including the administration of fluids, concentrated glucose, calcium, alkalis, and 
vitamins. 

It was noted that visual disturbances were particularly common in the allergic 
group. In view of this, and of the close similarity of eye changes described in 
cases of hyperemesis to those described in established allergic conditions, it is 
suggested that visual changes in hyperemesis are possibly allergic in origin and not 
due to vitamin deficiencies as some authors have suggested. The nature of the 
responsible allergen in cases of pregnancy vomiting is not yet definitely estab- 
lished, but there is considerable evidence indicating that this is probably the 
gonadotrophic hormone. 64 references. 3 tables.-Author’s abstract. 
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The Use of Intravenous Saccharaled Oxide of Iron in Obstetrics and Gynecology. 
GERARD E. EVANS AND RICHARD WALTMAN, Brooklyn, New York. Am. J. 
Obst. & Gynec. 66:118-123, July 1953. 


The problem of anemia in the obstetrical and gynecologic patient seen in the 
city hospitals has always been a formidable one. In the maternity patients, the 
amount of time necessary to raise the hemoglobin level is often not allowed us. 


The results of oral medication, at best, are inconsistent, and a prolonged period of 


time is often required for a good response. 

The saccharated oxide of iron used in this study (supplied by Smith, Kline and 
French under the trade name Feojectin) is prepared in 5 ce, ampules, each ce. 
containing the equivalent of 20 mg. of elemental iron, The patients all received 
live injections of 5 cc. each on alternating days, giving them a total of 500 mg. of 
iron for the complete treatment. The rate of injection was found to be of utmost 
importance, using at least three minutes for each treatment, 

Prior to the beginning of treatment, blood was drawn from the antecubital vein 
for hematocrit, red blood count, grams hemoglobin, mean corpuscular volume, 
mean corpuscular hemoglobin, and mean corpuscular hemoglobin concentration. 
These tests were repeated immediately following treatment, and two weeks later. 
In all, 67 patients were utilized for this study. In this group there were postpartum 
patients, antepartum patients and gynecologic patients. The response in general 
was considered good, since the average increase in the hemoglobin level was 2 Gm. 
within two weeks after receiving treatment. The response, however, was not 
uniform, and the increases ranged from 1 Gm. to 5.5 Gm. In general, one can say 
the lower the hemoglobin level, the better the response. 

Reactions to the medication were few, and only resulted after too rapid injection. 

To summarize the results in the entire group of patients studied, 85 per cent 
showed a favorable reaction, 6 per cent showed a questionable reaction, and 9 
per cent showed no hematological response to the drug. 10 references. 1 figures. — 
Author's abstract. 

127. Felal Salvage in a Falal Case of Maternal Cerebral Hemorrhage Complicating 
Preqnancy. DONALD b. HASSETT, Evergreen Park, TIL Wisconsin M. J. 
52479 WI, September 1953. 


Subarachnoid hemorrhage is a rare complication of pregnancy, but must be 
considered in diagnosis of the comatose gravida, Definitive treatment is essential, 
and if prognosis is poor, fetal salvage becomes a major factor. 

Such accidents may occur at any time during reproductive years. Clinical 
course depends on etiology, size of the vessel involved, and extent of hemorrhage. 
The onset is usually acute. Bleeding may be limited, producing minimal symptoms 
and signs, or massive, quickly leading to coma and death. In the latter situation, 
decision must be made for safety of the child in ulero. 

Where improvement is seen, surgical treatment of the arterial lesion before 
labor must be considered, as effort of delivery may cause further aneurysmal 
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bleeding. In the comatose, however, delivery of a living infant and its effect on 
maternal status must be weighed. Postmortem section may yield a dead child, 
or one hopelessly damaged by anoxia, whereas early abdominal delivery may 
further endanger the mother. 

Reported is the case of a 37 year old gravida IV, para ILL admitted to hospital 
in coma. This 34 weeks’ pregnant housewife, previously in good health, com- 
plained of severe right frontal headache, convulsed, and collapsed while preparing 
breakfast. Neurologic findings indicated subarachnoid hemorrhage instead of 
eclampsia. 


Voluntary respiration failed two hours postadmission, and she was maintained 
for the next 12 hours with an anesthetic machine. Lumbar taps were performed, 
she was digitalized, antibiotics and parenteral fluids were given. When pitocin 
induction of labor failed, she was sectioned in bed; and a living, normal 5-pound 


2-ounce female was extracted. The mother died the following morning, subsequent 
necropsy demonstrating massive right temporo-parietal hemorrhage due to rupture 
of a congenital aneurysm. 6 references. Author's abstract, 


128. Pregnancy Following Bilaleral Dermoid Cystectomy. GERHARD AHNQUIST, 
Seattle, Washington. Am. J. Obst. & Gynec, 66:415-120, August 1953. 


Two cases of bilateral dermoid cysts occurring in young Women are reported, 
In the first patient, the tumors were discovered early in her first: pregnancy, but 
surgery Was postponed until several months after a normal labor and delivery; 
a small bit of normal appearing ovarian tissue on one side was preserved, and the 
patient has had three subsequent normal pregnancies and is enjoying good health 
nine and one-half years later. In the second patient, bilateral dermoids were 
removed prior to any pregnancy, again with preservation of a very small amount 
of normal appearing tissue at the base of one ovary, and the patient has had one 
subsequent pregnancy and is enjoying good health eight years later. When bi- 
lateral dermoid tumors are discovered during early pregnancy, early operation is 
not necessary, Cesarean section is not inevitable, nor is radical extirpation of the 
ovaries imperative. Further, when such tumors are discovered and operated prior 
to pregnancy, conservation of some normal ovarian tissue is feasible and can 
usually be accomplished. 

A study of the literature reveals that a radical approach has been more or less 
traditional in this problem, but highly valid and authentic reasons have not been 
documented which would serve to indict a more conservative policy. Apparently, 
the outstanding reason for the radical approach has been a fear of malignancy, 
which fear is hardly substantiated by the actual incidence of malignant changes 
in dermoid cysts, since the figures from many clinics and by many authorities 
suggest that the percentage of malignant dermoids is very small, and that these 
malignant changes are generally confined to secondary malignant degeneration of 
some of the intracystic contents. 

A plea is made for more conservative surgery in the management of bilateral 
dermoid tumors in young women in the interests of improved and sustained good 
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health, preservation of reproductive capacity, and avoidance of an early surgical 
menopause. 27 references.—-Author’s abstract. 


This is excellent advice, entirely justified by the results. The editor must confess 
lo shocking ignorance. He thought that conservation of even seemingly healthy ovarian 
lissue when operaling upon bilateral dermoids was standard procedure, and has fol- 


lowed il all of his life. A. S. 


129. Pregnancy and Healed Subacute Bacterial Endocarditis. PAUL PEDGOWITZ AND 
LOUIS M. HELLMAN, Brooklyn, N. Y. Am. J. Obst. & Gynec. 66:294-301, 
August 1953. 


In order to establish criteria for the management of pregnancy in the patient 
with healed subacute bacterial endocarditis, the survey was undertaken of their 
management in the leading Obstetrical Centers of the country. As a result, 120 
cases of subacute bacterial endocarditis preceding or complicating pregnancy 
were obtained, 

In 85 cases pregnancy followed healed subacute bacterial endocarditis, and 35 
were complicated and cured of this disease during pregnancy. ‘There were three 
maternal deaths in the healed group a rate of 3.5 per cent. When subacute 
bacterial endocarditis complicated pregnancy, the maternal mortality rate rose to 
14.2 per cent. The maternal mortality rate for the whole series was 6.6 per cent. 

Once the cure of subacute bacterial endocarditis has been achieved, the basic 
problem in pregnancy care reverts to the valvular abnormalities which preceded 
the infection, and to the additional damage done during the healing process of 
acute infection. 

Pregnancy following healed subacute bacterial endocarditis is contraindicated 
for the first six months following clinical care. During this period, lack of stabiliza- 
tion of the cardiac reserve results in an increased incidence of congestive failure 
and an increased maternal mortality rate. If pregnancy occurs during this phase, 
therapeutic abortion without tubal ligation is indicated, and should be performed 
during the first trimester. Healed subacute bacterial endocarditis of longer dura- 
tion per se is no contraindication to pregnancy. The advisability of childbearing 
is determined by a critical evaluation of the underlying cardiac lesion. Pregnancy 
does not predispose to recurrence of the subacute bacterial endocarditis. The 
incidence of recurrence during pregnancy is similar to that noted in the healed, 
nonpregnant individual, 

The treatment of subacute bacterial endocarditis is as successful in the pregnant 
as in the nonpregnant cardiac. Early diagnosis is the key to successful treatment. 
The prenatal care and conduct of labor are similar to that followed for any patient 
with heart disease. Cesarean section should be performed only for obstetrical 
indications. Routine intra- and postpartum use of antibiotics in all patients with 
heart disease is advocated to prevent the occurrence or recurrence of subacute 
bacterial endocarditis. Postpartum antibiotic therapy should be continued for a 
minimum of 72 hours postpartum. 20 references. 10 tables.—Author’s abstract. 
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130. Pregnancy Associated with Multiple Sclerosis. A Report of Three Cases. 
HUMBERT L. RIVA, ROBERT J. CARPENTER, AND JOHN w. O'GRADY, Washing- 
ton, D.C. Am. J. Obst. & Gynec. 66:403-108, August 1953. 


The occurrence of pregnancy in patients with multiple sclerosis is uncommon, 
Several large series have been reported in German literature, but only a few well 
studied cases have been reported in this country. The early literature on multiple 
sclerosis with concomitant pregnancy suggested that pregnancy produced an 
exacerbation in the disease, and that interruption was indicated. Clinicians in 
this country have been less definite; termination was favored only when signs 
of progress in the symptomatology were noted during pregnancy. However, as 
pointed out by Tillman in his excellent review of the literature, since the disease 
process itself is noted for exacerbations and remissions, no definite consistent 
untoward effect by pregnancy can be proved during the course of multiple sclerosis. 
Cases II and IIL in this article echoed the opinion of Tillman that patients in whom 
the disease was in a state of remission did well in pregnancy; while those in whom 
the disease was unstable or progressive had exacerbations as a result of pregnancy. 
Multiple sclerosis does not increase the incidence of obstetrical complications, nor 
does the disease in its early stages alter individual fertility. Puerperium in all 
cases has been uneventful, and there appears no justifiable indication, either 
medical or obstetrical, for the interruption of pregnancy. Only in the rare case of 
bulbar involvement may therapeutic abortion prove a life saving measure for the 
patient. Further observation and individualization of the situation will result in 
optimal care for these patients. Physicians should report their experiences with 


this disease in order that the profession may formulate more definite opinions. 
11 references._-Author’s abstract. 


131. The Volume of Distribution of Insulin Antipyrine, and Radio-sodium During 
Normal and Toxemic Pregnancy and During the Puerperium, CLAUDINE 
LAMBIOPTE-ESCOFFIER, DAVID B, MOORE, AND HOWARD C. TAYLOR, JR., New 
York, N.Y. Am. J. Obst. & Gynec. 66:18-26, July 1953. 


In order to evaluate more precisely the alterations in fluid and electrolyte dis- 
tribution in pre-eclampsia, simultaneous T-1824, inulin, sodium 24, and anti- 
pyrin space determinations were made in 7 pre-eclamptic patients before and after 
delivery, in 2 normal women, in 2 pregnant women without complications, and in 
two subjects with pathologic pregnancies. 

The pre-eclamptic subjects revealed a consistently expanded antipyrine and 
sodium space, but showed normal inulin space. Following delivery and return to 
normal, repeat measurements revealed a consistent reduction in body weight, 
antipyrine space, and sodium space, but little change in the inulin space. The 
fall in sodium volume exceeded the simultaneous reduction in body weight and 
antipyrine space, Whereas the slight changes in inulin space barely reflected these 
reductions, 

Similar studies in 2 normally pregnant women showed a slight expansion of the 
inulin space, but no striking changes in the antipyrine or sodium spaces. 
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On the other hand, the values determined in two pathologic pregnancies agreed 
generally with those obtained in the pre-eclamptic subjects. 

Provided that the indices used in these experiments afford reliable estimates of 
total body water, total body sodium, and extracellular fluid volume, it may be 
concluded that pre-eclampsia and possibly other abnormal pregnancies are char- 
acterized by an increased tissue content of sodium and water, this excess being 
apparently confined in the solid phase of the extracellular compartment, 12 refer- 
ences. 1 figure. 4 tables. Author’s abstract. 


ECTOPIC. PREGNANCY, HYDATID MOLE, CHORIONEPITHELIOMA 


132. Conservalive Surgery Ovarian Endometriosis. WeRBERT FREDRIKSON, 
Sweden. Acta obst. et gynec. Scandinay, 32:24-13, Fase. 1, 1953. 


The author reports on 126 cases of endometriosis externa intraperitonealis. A 
conservative operation which preserved the child-bearing functions was carried 
out in 106 cases, i. e. 84.2 per cent. Strict check-up and post-operative examination 
entitles one, in the author's opinion, to draw the following conclusions: (1) Pelvie 
endometriosis shows such characteristic changes that the diagnosis of endometriosis 
can be made on examination of patients in 60 per cent of cases; (2) a conservative 
operation should be carried out as far as it is possible. The ovaries are freed from 
adhesions, and all endometrial tissue is removed, Resection of the utero-secral 
ligaments, and recto-vaginal septum is not carried out. These changes appear to 
remain unaltered year after year without showing any symptoms. After operation, 
employing the technic which the author described, almost every case became free 
of symptoms or improved. Five of the cases eventually required another operation. 
In one case this was a result of tubal pregnancy, in one case because of myoma, 
and in three cases because of changes in the remains of the ovarian parts, connected 
with the basic disease. (3) Among 106 cases in which the child-bearing functions 
were preserved, pregnancy occurred in 30 cases. Of the 106 cases, 77 were married 
and under 40 years of age. The percentage number of pregnancies was thus 38.9 
per cent. In these cases there were 13 with endometriosis in one ovary, and 17 
with endometriosis in both ovaries. Eight of the cases were over 36 years of 


age. In these cases where pregnancy occurred, there were extensive changes with 


adhesions between the pelvic organs, and in a number of cases only small parts of 
one or both ovaries could be left at operation. (4) One case of pregnancy compli- 
cated by ovarian endometriosis is described. (5) There appears to be an indication 
for operation in most cases of endometriosis because of recurring symptoms, the 
risk of continued destruction of the ovaries, sterility, or because a malignant 
tumor is suspected. Ina great many cases of endometriosis one may avoid opera- 
tion by supervision of the patient. Endometrial lesions have been found at the 
follow-up examination to remain unaltered over a period of many years. 19 refer- 
ences. 6 tables. —Author’s abstract. 
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Hydatidiform Mole and Chorionepithelioma, Report of a Case. WeRBERT 


FPREDRIKSON, Gothenburg, Sweden. Acta obst. et gynec. Scandinay, 32:44-53, 
Fase. 1, 1953. 


The author described a case of hydatidiform mole of one ovum in a twin preg- 
nancy. Histologic pictures of the mole showed no signs of malignancy. Curettage 
three weeks after delivery of the mole gave pieces of tumor with a histologic picture 
typical of Hertig’s and Sheldon’s third group. ‘Tests for pregnancy gave negative 
results. 

Three weeks later a malignant chorionepithelioma was found in the uterus. 
The uterus and adnexa were removed, but the tumor metastasized rapidly. 2 refer- 
ences. 6 figures. 


NORMAL LABOR INCLUDING ANESTHESIA AND ANALGESIA 


134. Duration of Labor and Some Clinical Complications. BROSSET, 
Sweden. Acta obst. et gynec. Seandinay. 32:1, 1953. 


The author has extended a previous investigation (1919) of the frequency of 
some complications in relation to the duration of labor to comprise 15,628 so- 
called “pure” cases from the General Maternity Hospital, Stockholm, admitted 
during 1935-1914. As a criterion of “pure” cases the author has taken single 
deliveries at term in which the fetus was living at the onset of labor and in which 
delivery took place per vias naturales in occipito-anterior presentation, Cases 
with some pathologic condition in the mother, or some congenital malformation 
or congenital morbid condition in the fetus, which might have influenced the 
frequency of complications or the duration of labor, were excluded. 

The material thus obtained has been divided according to parity, age of mother, 
and type of pains at the onset of labor. 

Cases with regular pains were those in which labor began with an interval 
between the pains of not more than 15 minutes. When the intervals were longer 
than 15 minutes, the cases have been considered as beginning with irregular pains. 
The 15 minute limit was found justifiable on the basis of an investigation made 
with special reference to the frequency of cases with different intervals between 
the initial pains. 

This investigation was carried out on the parturients admitted to the General 
Maternity Hospital in 1919.) The material examined, which comprised 1,655 
cases, Showed that about 40 per cent of the parturients had intervals between the 
initial pains of, at most, LO minutes. In about 75 per cent of the cases the labor 
began with intervals between the pains of 15 minutes or less. 


The frequency of the following complications has been investigated: intrapartum 
fever; threatening fetal asphyxia; postpartum hemorrhage; puerperal fever; fetal 
mortality. 


The investigation concerning intrapartum fever has shown that this complication 
occurred considerably more often among primiparae than among multiparae, and 
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also more often in older primiparae than in the younger—all regardless of the 
duration of labor. Among multiparae the increase in the risk was moderate and 
gradual. The juncture for rupture of the membranes appeared to play a certain 
role. The duration of dry labor seemed to dispose to the occurrence of this 
complication. 

Finally, the investigation has shown that in primiparae with labor lasting over 
12 hours, the risk of intrapartum fever was considerably greater if the fetus weighed 
more than 3,500 Gm., as compared to the cases with a lower fetal weight. In 
multiparae there appeared to be no connection between the fetal weight and the 
occurrence of intrapartum fever. 

The studies of the frequency of threatening fetal asphyxia have displayed that 
this complication occurred more often in older primiparae than in younger ones, 
regardless of the duration of labor. Among multiparae it was a rare phenomenon, 
especially in the younger parturients. In younger as well as older primiparae the 
risk of this complication appeared to increase with longer duration of labor, but 
no pronounced increase in the frequency after a certain duration of labor could be 
demonstrated. For multiparae, no demonstrable connection in this respect’ was 
found in the present material. 


In cases where labor commenced with irregular pains, the risk of threatening 
fetal asphyxia was somewhat greater than when the pains were regular from the 
start of labor regardless of the length of the regular period. 


The risk of the juncture for rupture of the membranes appeared to be lowest 
when the membranes ruptured near the end of delivery, and to increase somewhat 
with the increasing duration of dry labor. 

Finally, a high fetal weight appeared to some extent to be disposing to threatening 
fetal asphyxia only in older primiparae. 

In the present material the frequency of postpartum hemorrhage was particularly 
high and higher than in any other material reported in the literature accessible 
to the author. It is highest for the older primiparae, and about equally high for 
the younger primiparae and for the multiparae, younger as well as older, 


In cases Where labor commenced with irregular pains, postpartum hernorrhage 
occurred somewhat more frequently than in cases with regular pains. This is 
especially demonstrable among the older primiparae. 

With increasing duration of labor a slight increase in the risk of postpartum 
hemorrhage has been observed, chiefly in the classes of the longest duration of 
labor and especially in older primiparae. No pronounced increase in frequency 
with a certain duration of labor could be demonstrated. The increase in the 
frequency of postpartum hemorrhage with greater duration of labor among older 
primiparae was found on further division of the material, and was especially 
noticeable in cases where some operative measures were employed for delivery. 
Operated cases appeared, as a whole, to be more exposed to the risk of postpartum 
hemorrhage than non-operated cases. On the other hand, perineotomy alone 
revealed no demonstrable connection with the frequency of postpartum hemorrhage. 
Another significant factor in postpartum hemorrhage was the duration of the 
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third stage. In all categories of cases, irrespective of the duration of labor, a pro- 
nounced increase in the frequency of postpartum hemorrhage was found when the 
third stage was markedly prolonged. 

The juncture for rupture of the membranes proved to be of no demonstrable 
significance to the frequency of postpartum hemorrhage. 

Finally, postpartum hemorrhage was more common with larger fetuses then 
with smaller ones. 

The results obtained concerning the frequency of puerperal fever revealed the 
following features: 

This complication appeared approximately three times as often among primiparae 
as among multiparae, but no difference in this respect was demonstrated between 
the various age groups. Operative measures in delivery disposed markedly to 
puerperal fever, whereas perineotomy appeared to be of no importance in this 
connection. Other disposing factors were intrapartum fever and postpartum 
hemorrhage. The duration of labor did not appear to increase the frequency of 
puerperal fever to any appreciable extent. The increase that could be ascertained 
in the classes of longest duration was probably due to the increasing frequency of 
intrapartum fever and postpartum hemorrhage. 

There was no difference in the frequency of puerperal fever when labor began 
with regular or irregular pains. 

An increase in the duration of dry labor appeared to increase the frequency of 
puerperal fever, though this increase might have been due to a simultaneous 
increase in the disposing factors mentioned, and not to any direct connection with 
the juncture for rupture of the membranes. 


Finally, a high fetal weight did not particularly increase the frequency of 
puerperal fever, 


The investigation into the fetal mortality has shown a higher mortality for 
older primiparae than for younger primiparae and multiparae. This increase 
seemed to exist independently of the duration of labor. Cases with irregular pains 
in the beginning of labor showed a higher fetal mortality than those with regular 
pains. Protracted labor and long duration of dry labor appeared to increase the 
fetal mortality. The weight of the fetus did not have any demonstrable influence 
on the fetal mortality. Intrapartum fever appeared to cause higher fetal mortality. 
123 figures. 41 tables. 


135. The Significance of Pelvic Inclination During Delivery. VINNUR ERLENDSSON, 
Acta obst. et gynec. Scandinay. 32:243-249, June 1953. 


The author reported a case of prolonged labor due to the fetal head sliding 
past the pubis. He described a maneuvre, which involved a special positioning 
of the patient, and which quickly brought the head down into the true pelvis. 
The possible relation of the pelvic inclination to the occurrence of a position of 
deflexion of the head in this case was discussed. Lastly, the author demonstrated 
the dependence of the pelvic inclination on the position of the trunk and lower 
limbs. 4 references. 2 figures. 
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136. The Assessment of Efficiency in Labour: Psychological Factors Related lo 
Labour, DAVID B. STEWART AND EILEEN M. scort, Aberdeen, Scotland. 
Edinburgh M. J. 60:49-58, June 1953. 


Some believe that psychologic factors, such as emotional tension or fear, may 
influence pain in labor and also the actual efficiency of uterine action, but objective 
proof of such a relationship is lacking. This paper is a preliminary report of an 
investigation planned to test this hypothesis. Uniform and reasonably objective 
psychological assessments were made during the pregnancies of a group of women 
selected in such a way as to be representative of all primigravidae attending the 
antenatal clinic. These patients were carefully observed during labor, and the 
type and duration of the labor were assessed by an obstetrician according to a 
classification of labor which is described. Methods of recording and measuring 
uterine action are being studied, but their value has not yet been proven; tracings 
taken with the Lérand tokograph bear no relationship to the observed course of 
labor. ‘The patients’ behavior in labor is also noted. 

\ preliminary analysis of 155 patients suggests that the psychological assessment 
made during pregnancy may bear some relation to the type and duration (‘“‘efli- 
ciency”) of the subsequent labor, Strangely, it appears to bear little relationship to 
behavior during labor. An account of the observations gained from the study of a 
larger number of cases will be published at the completion of the investigation. 
references. 2 figures.-Author’s abstract. 


PATHOLOGIC. LABOR INCLUDING OPERATIVE OBSTETRICS 


137. Varginal Insertion of the Cord and Premature Labor. simon BRODY AND 
DAVID A. FRENKEL, Brooklyn, Am. J. Obst. & Gynec, 65:1305-1512, 
June 1953. 


The authors report a study of the relationship between marginal insertion of the 
cord and premature labor. In their series of 512 consecutive deliveries 32 patients 
were found to have battledore placentas. Of these 32. patients, 22 went into 
labor prematurely, 

The chief causes of prematurity are listed and the basic principles underlying 
the onset of normal full-term labor are discussed, It is pointed out that a funda- 
mental factor in the initiation of normal labor is the development of the fetus to 
the point where its nutritional supply becomes inadequate. This same factor of 
insuflicient nourishment to meet the demands of the fetus is postulated as the basic 
cause of premature initiation of labor in cases of battledore placenta. The authors 
suggest that the marginal insertion of the cord renders the fetus more susceptible 
to circulatory embarrassment. To demonstrate the hazard to the fetal circulation 
that accompanies marginal insertion of the cord, the authors point to the many 
cases of compression or rupture of the vessels of the cord and of intra-uterine death 
of the fetus which are associated with battledore placenta. 


Five cases are presented which illustrate the relationship between marginal 
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insertion of the cord and impairment of the circulation to the fetus, premature 
labor, and early rupture of the membranes. 

The authors conclude with the suggestion that marginal insertion of the cord 
should be borne in mind in any case of early initiation of labor in which the more 
frequent causes of prematurity can be ruled out. They state two signs which 
should arouse suspicion of battledore placenta: 

1. Disturbance of fetal heart rate during labor which might indicate inter- 
ference with the fetal circulation, 


2. Bleeding during labor which might signify rupture of the cord vessels. 


references. 1 figure. 2 tables.-Author’s abstract. 


PATHOLOGY OF NEWBORN 


138. Some Problems in Care of the Newborn. weyworrn N. SANvoRD, Chicago, HL. 
J. M.A. Georgia 42:369-372, August 1953. 


In our Chicago area during the ten year period from 1939 to 1949 infant mor- 
tality has been lowered approximately 10 per cent. This has been accomplished 
principally in the group representing the latter half of the first year of life. In 
the newborn group the reduction was approximately only 3 per cent. From 1948 
to 1953 the neonatal mortality has been lowered 1.3 per cent. 

To further lower newborn mortality we must have an understanding of its 
causes. In the study made by Bundesen et al it was found that, excluding pre- 
maturity, the greatest cause of death was abnormal pulmonary ventilation or 
54.3 per cent, followed by birth injuries 18.2 per cent, and congenital malforma- 
tions 12.0 per cent. These three conditions accounted for 84 per cent of the total 
mortality of the first day of life. Of the remainder, infections were 6.2 per cent, 
anoxia 4.7 per cent, and blood dyscrasias were 3.9 per cent. 


Abnormal pulmonary ventilation can be helped by proper resuscitation, positive 


air pressure devices, occasionally by bronchoscopy, and by humified atmosphere 
containing aerosols. In any of these conditions an ample atmosphere of oxygen 
is helpful. This especially applies to infants born by Cesarean section, and pre- 
mature or debilitated infants. 

Injuries occurring at birth can be greatly reduced by recognizing cerebral 
hemorrhage and subdural hematomas. 

Congenital defects are now found to be greatly reduced by looking at many 
from the prophylactic standpoint. Here the health of the mother is of prime 
importance. Prompt recognition of many defects especially of the gastrointestinal 
tract may result in early operative procedures that may be life saving. 16 refer- 
ences. Author's abstract. 
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gynecology abstracts 


THE VULVA AND VAGINA 


139. The Use of Gonadal Steroids in Gynecology. ROBERT A. KIMBROUGH, JR. AND 
8. LEON ISRAEL, Philadelphia, Pa. J. M.A. Alabama 23:38-14, August 1953. 


The widespread clinical application of estrogen was justified on the basis of its 
physiologic abilities, namely, to cause growth of genital organs, to depress hypo- 
physeal function, and to counteract androgenic effects. The value of estrogen 
in atrophic vaginitis, secondary amenorrhea, postpartum control of unwanted 
breast engorgement, and the menopausal syndrome were outlined. The several 
contraindications to the use of estrogen were emphasized. 

The usefulness of progesterone was acknowledged in threatened and habitual 
abortion, secondary amenorrhea, and anovulatory sterility. It was also professed 
that no known contraindications to its clinical applications were recognized. 

The place of androgen in gynecology was averred to be limited by our failure 
to know more of its role in gynecic physiology, as well as by its disturbing faculty 
to virilize. It was described as having some value in the temporary management of 
proved endometriosis, nonorganic mastodynia, and occasional instances of well 
studied premenopausal menorrhagia. 6 references.—Author’s abstract. 


THE UTERUS INCLUDING CANCER OF THE UTERUS 


140. The Sphincter Mechanism of the Isthmus Uleri, A Radiological Study. 
U. BORELL AND I. FERNSTROM, Stockholm, Sweden. Acta obst. et gynec. 
Scandinay. 32:7-12, Fase. 1, 1953. 


It is shown radiographically that a functional sphincter exists at the isthmus 
uteri. It was found that this sphincter is influenced by estradiol benzoate and 
progesterone, the former causing relaxation, and the latter contraction of the 
sphincter. 6 references. 6 figures. 1 table. 


Debatable Uterine Tumours. A. LANGLEY, J. P. SMITH, A. S. WOODCOCK. 
Acta obst. et gynec, Scandinay. 32:144-169, June 1953. 


Four morphologically dissimilar uterine tumors are described. 

Two originate in the endometrium; of these one appears in part carcinomatous, 
and in part sarcomatous; the second is entirely sarcomatous. The literature of 
carcinosarcoma is reviewed, and the opinions of various authorities are cited. The 
thesis of Gruenwald on the origin of the uterovaginal canal is introduced to suggest 
that the apparent dual morphology of certain uterine tumors is explicable on the 
basis of a single histogenesis. 

Stromal endometriosis, of which the third case is an example, is briefly reviewed 
and discussed in relation to other forms of endometriosis. Gruenwald’s hypothesis, 


252 © 


december 1953 QUARTERLY REVIEW OF SURGERY 


‘ 


and his suggestion that Miillerian tissue retains its potentiality for differentiation 
in the adult are applied to explain its occurrence and morphology. 

The fourth tumor arises in the wall of the uterus, and resembles a granulosa 
cell tumor. Embryologic evidence that both uterus and ovary probably derive 
from the same mesenchymal Anlage is adduced to explain the occurrence of an 
ovarian type of neoplasm in the uterus. 

It is concluded that the embryologic approach described is a reasonable means 
of explaining the varying morphology and behavior of this group of tumors. It 
is not suggested that it should be used as a method of tumor classification, 52 refer- 
ences. 24 figures. 


142. Endometrial Changes Presumably Premalignant. WAKAN ARFIVEDSON AND 
STEN WINBLAD. Acta obst. et gynec. Seandinay. 32:190-210, June 1953. 


In 15 women treated at the Women’s Clinic in Malmé during the years 1944-50 
atypical endometrial changes, which were suspected to be malignant, were seen 
without the pseudo-malignant characteristics of cystic glandular hyperplasia. Of 
these, 11 were of reproductive or menopausal age, while the other 4 women were 
older. In 3 of the former group the changes were slightly atypical and were seen 
in the middle of a corporeal polyp; in 5 the changes were likewise observed in a 
polyp, but they were more atypical, and in the remaining 3 the atypical changes 
had involved the entire endometrium. In the women of postmenopausal age the 
atypical changes were found in richly glandular polyps with fibrous stroma. 

Six cases were submitted to operation (oophorohysterectomy) soon after the 
discovery of the growth: in | of them the operative specimen showed frank adeno- 
carcinoma, despite the fact that curettage had not, with certainty, confirmed the 
diagnosis, Which was presumed to be cancer. Two cases were treated with radio- 
therapy. Seven received careful expectant treatment. In 2 of them, which 
belonged to the postclimacteric group with primarily richly glandular corporeal 
polyps, adenocarcinoma was later seen. 4 references. 13 figures. 1 table. 


143. The Distribution of Organie and Inorganie Phosphate in Human Endometrium 
under Normal and Pathological Conditions. BoreLL. Acta obst. et 
gynec. Scandinay. 32:170-189, June 1953. 


In this investigation, which is concerned with the distribution of organic and 
inorganic phosphate in human endometrium, the amount of orthophosphate, 
easily hydrolysable and slowly hydrolysable phosphate in the trichloro-acetic acid 
extract of endometrium and the amount of lipid phosphate and “residual” phos- 
phate was determined. The material consisted of endometria of patients with a 
normal menstrual history, of patients in the menopause, and of patients suffering 
from amenorrhea. In the cases of amenorrhea progesterone was administered 
after pretreatment with estradiol benzoate. 


The content of phosphate compounds of the endometrium in the proliferative 
phase was lower than that of the endometrium in the secretory phase in the cases 
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with a normal menstrual history. The percentage distribution of the phosphate 
compounds investigated did not show any variation during the different phases of 
the menstrual cycle except shortly before the commencement of menstruation 
when the amount of free phosphate increased while that of slowly hydrolysable 
phosphate decreased. 

The content of residual phosphate of the endometrium of women in the meno- 
pause and of patients suffering from amenorrhea was high in proportion to the 


amount of the other organic phosphate compounds, 


The amounts of orthophosphate and lipid phosphate increased following the 
administration of estradiol benzoate while progesterone adminiStered after pre- 
treatment with estradiol benzoate caused an increase of the amount of slowly 
hydrolysable phosphate. 

The results of the quantitative determination of phosphate in human endo- 
metrium in cases with a normal menstrual history and in cases in which endocrine 
therapy was administered, support the theory that progesterone is also produced 
during the proliferative phase and that the endometrium is under the influence of 
estrogenic hormone alone shortly before the onset of menstruation. 20 references. 
2 figures. 10 tables. 


144. Granulosa Cell Tumour in a Case of Precocious Puberty. ®OALD RINVIK. 
Acta obst. et gynec. Scandinay. 32:222-229, June 1953. 


A case of precocious puberty resulting from a large granulosa cell tumor (L000 
Gim.) in a 4 year old girl is reported. Rapid development of ascites and severe 
mesenteric lymphadenopathy were outstanding features. The urine was found to 
contain increased amounts of estrogenic hormones and 17-ketosteroids (13.4 
mg./l.). Both figures returned to normal however within six weeks of the removal 
of the tumor, Re-examination of the patient one year later showed no signs of 
malignancy. 10 references. 3 figures. 


145. Operative Trealment of Carcinoma of the Corpus Uleri.  enic NORDLANDER. 
Acta obst. et gynec. Seandinay. 32:211-221, June 1953. 


The value of hysterectomy in the treatment of carcinoma of the corpus uteri 
was investigated. The hospital records of 484 cases treated at the Akademiska 
Sjukhuset in Uppsala, the Sabbatsbergs Sjukhuset, and the Allmanna Barnbérds- 
huset in Stockholm from the years 1917, 1920, and 1925, respectively, up to and 
including the year 1943 were carefully studied. Only those cases were taken into 
account in Which the patient was treated by hysterectomy alone. These numbered 
159 cases. In 133 of them, which represented carefully selected cases, a diagnosis 
of primary carcinoma of the corpus uteri was established. The uterus was enlarged 
in 57 cases; in 37 of them fibroids co-existed. In 13 cases or 9.8 per cent micro- 
scopic control examination of the specimens removed at operation failed to reveal 
any evidence of malignancy; the carcinomatous tissue had probably been removed 
at the curettage done prior to hysterectomy. In 18 cases vaginal hysterectomy 
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was carried out and in 115 cases, abdominal hysterectomy. The patients were 
followed up five years or longer after operation, except in 1 case which could not 
be traced. In 10 cases the patient died of postoperative complications, the primary 
mortality of hysterectomy being 7.6 per cent. Out of the remaining 122 patients, 
3 patients died from intercurrent disease and 7 patients of recurrence within five 
years of operation, the survival rate being 84.8 per cent. If modern anesthesia 
and preoperative and postoperative care could have been given, the survival rate 
would probably have been much higher. In the cases where the patient attended 
for follow-up examination in hospital, the five year apparent recovery rate was 
73.7 per cent. 6 references. 3 tables. 


146. Two Cases of Cystadenomiofibrosis Cystica Cervicis Uleri. GUSTAF APPELBERG. 
Acta obst. et gynec. Scandinay. 32:229-233, June 1953. 


The author presents 2 cases of cystadenomiofibrosis cystica cervicis uteri. In 
both cases there had been Stilbol medication previously and the microscopic ex- 
amination of the ovaries revealed follicle cysts. In 1 of the cases there were no 
signs that there had been any inflammation previously. 11 references. 2 figures. 


147. Radioactive Colloidal Gold in Carcinoma of the Cervir, 8. pb. SOULE, St. Louis, 
Mo. West. J. Surg. 61:297-300, June 1953. 


Conventional therapy of cancer of the cervix is concerned with: (1) radiation 
by means of roentgen rays or radium, (2) surgery or (3) a combined radiation- 
surgical attack on the lesion and its extension. 

Radical surgery in properly selected cases and well delivered radiation give 
essentially comparable results. However, recurrences occur both in regional 
nodes and lateral parametrial tissues following either method of treatment. Radia- 
tion fails, primarily, because it fails to deliver adequate cancercidal amounts of 
radiation to the lateral pelvis. Surgical failure is due primarily to extensive 
lymphatic pathways which do not lend themselves to complete block dissection. 

Radioactive gold is phagocytosed and carried via the lymphatics to regional 
lymph nodes. Radioactive colloidal gold Au'®* has radiation which destroys 
neoplastic tumor. It is not toxic either chemically or physiologically. Au'®* has 
a half-life of 2.7 days, is sterile, pyrogen-free, stable to autoclaving, and miscible 
with salt or dextrose solution, 


Au'®* as a therapeutic agent in the treatment of cancer at Washington University 
School of Medicine is being directed toward treatment of carcinoma of the cervix, 
intracavitary administration for pleural effusion and ascites, and direct intratumor 
infiltration. 


The parametrial infiltration is made with approximately a total of 150 millicuries 
of Au'® suspended in 30 cc. of one or two per cent pectin. Three radial injections 
are made into each lateral fornix. In addition some of these patients receive 
intracavitary radium, some are treated with radical surgery. This paper reviews 
the experiences after treating 60 patients. 
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The evidence seems to indicate that Au'®* can be placed in proximity to tissues 
and into areas hitherto not reached effectively. 

Radioactive colloidal gold is suggested as an implementation to present basic 
methods of therapy of carcinoma of the cervix. 6 references. Author's abstract. 


148. Dysontogenelic Tumors of the Female Lower Genital Tract. M. KUCH, 
St. Louis, Mo. Am. J. Obst. & Gynec. 65:1263-68, June 1953. 


In the literature much confusion has arisen over the descriptive nomenclature 
of simple and mixed mesodermal tumors of the female genital tract. Dysonto- 
genetic is used to refer to the histogenesis of these tumors as arising because of 
defective embryonic development. 

Both myxomatous and densely cellular, stromal tumors fall within the classifica- 
tion. Sarcoma botryoides of children and the partially myxomatous adult type of 
mixed tumor make up the former group. The densely cellular tumors occur as 
everting and infiltrating varieties of both simple sarcoma and mixed types. Ten 
cases are given representing these various classes, 

Although the characteristics vary somewhat with the different types, there is a 
common growth pattern and treatment response. The prognosis is uniformly 
poor. The tumors usually show a characteristically good early response to either 
surgery or radiation but recur repeatedly in adjoining and nearby sites. After a 
number of such recurrences in the lower female genital tract, involvement of 
other pelvic viscera and distant metastasis obviates the use of any but palliative 
therapy. 

The modes of treatment in the past have been variable. However, more radical 
surgery or radiation applied to the whole pelvis for the primary lesion deserves a 
better trial. This would, also, eliminate the false sense of security frequently 
obtained by the good, initial response of the tumors to local treatment. 9 refer- 
ences. | table.--Author’s abstract. 


149. An Investigation of the Reliability of Slage-Grouping in Cancer of the Uterine 
Cervir. J. HEYMAN, H. L. KOTTMELER, AND C, 0. SEGERDAHL, Stockholm, 
Sweden. Acta obst. et gynec. Scandinav. 32:65-79, Fase. 1, 1953. 


Investigation carried out at the gynecologic Department of the Radiumhemmet, 
Stockholm, in order to test the reliability of stage-grouping in cancer of the uterine 
cervix. One hundred sixty-one patients were examined by two of the authors 
on the same day and prior to the first radium application. One hundred forty-three 
cases were grouped alike by both examiners, whereas differences occurred in 18 
cases, i.e. in 11.2 per cent. A statistical analysis is made of the influence on the 
presumptive apparent 5 year recovery rate, caused by the differences in grouping. 
The analysis shows that in stage I the rate will differ by only 1 per cent and in 
stage IL by 0.2 per cent. When differences occurred adjacent stages were always 
indicated. It is obvious that all cases classified differently were borderline cases 
and that there were only small differences in the findings at examination in the 
individual case. 6 tables. 
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150. Cervicitis Resulting from Turpentine Irritation. JOHN P. MILLER AND FRED 
J. HormeISTER, Milwaukee, Wisconsin. Am, J. Obst. & Gynec. 66:441-42, 
August 1953. 


Two cases of cervicitis resulting from turpentine irritation are presented. The 
detailed history of the case presented revealed a symptom complex of lower ab- 
dominal pain, foul-smelling vaginal discharge, elevated temperature, postcoital- 
spotting, and dyspareunia. There was a history of using turpentine douches a 
month before onset of symptoms in both cases. Physical examination revealed 
hard, movable inguinal nodes and a red, raised, granular cervical lesion that bled 
when sponged. Laboratory reports revealed an elevated WBC and sedimentation 
rate, dark field examinations, and negative serology. The pathologic diagnosis was 
“nonspecific chronic inflammation of the cervix with surface ulceration.” Cautery 
was used as the treatment of choice, and five weeks after cautery the cervix was 
clean and well healed.—Author’s abstract. 


151. An Evaluation of Differential Staining Techniques in Cancer Cytology. 
B. CORNELIS HOPMAN, Miami, Fla. Am. J. Obst. & Gynec. 65:1228-1237, 
June 1953. 


Though the Papanicolaou stain has achieved wide acceptance in cancer cytology 
and endocrine studies for a greater knowledge of the histochemistry of the cancer 
cells, five additional stains have been used: The modified Best’s Carmine stain for 
glycogen, the Silver staining method of Hortega, the peroxidase stain, the alkaline 
phosphatase reaction, and the Feulgen stain. In the modified Best’s Carmine stain 
for glycogen the nuclei of the cells are first stained with hematoxylin. After 
rinsing with 1 per cent acid alcohol the Carmine stain is applied. Following this 
technic the nuclei appear deep blue in color due to the hematoxylin while the 
glycogen granules in the cytoplasm appear red. In cancer cells the glycogen 
content of the cytoplasm of the cell is decreased, dependent on the stage of malig- 
nancy. The silver staining is based on the precipitation of silver from an alkaline 
ammoniacal solution. By this technic the nucleus appears yellow-brown to black 
depending on the chromatin content and the duration of the staining procedure. 
The cytoplasm is either yellow-brown or gray depending on the pH of the cyto- 
plasm when stained. Compared with a normal cell, the malignant cell has a 
darker nucleus, and the cytoplasm may be either lighter or darker. In the peroxi- 
dase stain when peroxidase enzymes are present benzidine is oxidized by hydrogen 
peroxide to produce a deep blue or brown color. Normal cells do not give the 
benzidine reaction. Cancer cells may be slightly positive for the peroxidase re- 
action, though no definite conclusion was made and further studies using this 
technic are under way. In the alkaline phosphatase reaction the fixed slide is 
immersed in a substrate consisting of a buffered barbital alkaline substrate con- 
taining iodium glycerophosphate and calcium chloride using magnesium sulfate as 
a catalyst. Cobalt chloride is added followed by ammonium sulfide. The presence 
of phosphatase enzyme is denoted by the development of a black color due to the 
precipitation of cobalt sulfide. In normal cells the alkaline phosphatase reaction is 
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slight or absent. Cancer cells show an increase of the reaction of both nucleus and 
cytoplasm most pronounced in the nucleus depending on the stage of malignancy. 
The Feulgen stain is based on the reaction of desoxyribonucleic acid (D.N.A.) 
liberated on acid hydrolysis of nucleoproteins with leucofuchsin resulting in a red 
coloration of the nucleus. The ceunter stain used is fast green. Cancer cells 
show a decreased concentration of red color in the nucleus, although the total 
amount of DNA may be greater due to the increased nuclear size. The cytoplasm 
of malignant cells is distinctly paler in color than of normal cells. 11 references. 
5 figures. 1 table.—Author’s abstract. 


THE ADNEXA (PHYSIOLOGY AND PATHOLOGY) 


152. Coerisling Ovarian Endometriosis and Malignant Tumour. 
RIKSON, Sweden. Acta obst. et gynec. Scandinay. 32:54-64, Fase. 1, 1953. 


The author describes 3 cases in which ovarian endometriosis and malignant 
ovarian tumor occurred simultaneously, The first case satisfies the criteria set up 
by Sampson (1925) and others for proof of the development of endometriosis 
into cancer, 

The other 2 cases do not offer the same definite proof, but the pictures they 
present indicate that it is highly probable that ectopic endometrial cells can de- 
velop into malignant tumors. 10 references. 7 figures. 


OPERATIVE GYNECOLOGY 


153. The Diagnostical Value of Puncture of the Pouch of Douglas. OLINDO CASULLO, 
Sjukhus, Sweden. Acta obst. et gynec. Scandinay. 32:104-107, Fase. 1, 1953. 


A puncture of the posterior fornix of the vagina frequently leads to the correct 
diagnosis in cases with an abdominal condition of uncertain nature, where one 
suspects intra-abdominal bleeding. 

The puncture was made in 67 cases, and the results of these punctures made it 
possible to make the correct diagnosis in 64 cases. Blood was revealed in 44 of 
them, thus proving that bleeding had occurred into the peritoneal cavity. In 
3 cases of extrauterine pregnancy, the puncture did not reveal any blood, these 


3 cases being examples of false negatives with this procedure. 4 references. 


154. Simplified Method for Sterilization of the Female. vomMmMy N. EVANS, Ann 
Arbor, Mich. Am. J. Obst. & Gynec. 66:393-395, August 1953. 


A method of sterilization of women has been designed that produces occlusion of 
the fallopian tubes by the application of a tantalum clip at the junction of the 
ampulla and infundibulum of each tube. The nine inch length of the forceps 
facilitates sterilization by both the abdominal and vaginal approach. This method 
has demonstrated its technical simplicity, minimal operative time, reduced risk 
to the patient, and absence of blood loss. Sterilization by this means may prove 
reversible, since later excision of the clip and distal tube leaves 90 per cent of 
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normal tube intact with the tubal end in close approximation to the ovary. 1 figure. 
-Author’s abstract. 


FEMALE UROLOGY 


155. The Berkow-Burger Operation in the Treatment of Urinary Incontinence in 
Women. SECHER, Sweden, Acta obst. et gynec. Scandinay, 32:234-37, 
June 1953. 


The Berkow-Burger operation for the relief of urinary incontinence in women 
was used in 15 cases, which were followed up for periods varying from 16 months 
to eight years. Four cases were cured, 7 were improved, and only had occasional 
incontinence, Whereas the condition remained unchanged in 4 cases. 

This method should be given a trial first, and if it fails, more extensive vaginal 
or abdomino-vaginal operations are indicated. 11 references. 


ENDOCRINOLOGY 


156. A Study of Normal and Alretie Follicles with Auloradiography. BLOCK, 
GOSTA MAGNUSSON, AND ERIK ODEBLAD, Stockholm, Sweden. Acta obst. et 
gynec. Scandinav. 32:1-6, Fase. 1, 1953. 


Our investigations have led us to the conclusion that autoradiography with P® 
makes it possible to distinguish normal from atretic Graafian follicles. The former 
caused a considerably higher autoradiographic density than the latter. With the 
technic used here, normal ripening and primordial follicles were not found to 
differ greatly from the atretic ones in this respect. 6 references. 1 figure. 2 tables. 


157. The Effect of X-ray Irradiation of the Pituitary. axvi. westMan, Stockholm, 
Sweden. Acta obst. et gynee. Seandinay. 32:108-120, Fase. 1, 1953. 


The pituitary of infantile, adult, and pregnant rats was irradiated. There was 
no evidence that radiologic treatment of the pituitary of infantile rats has a stimu- 
latory effect on the function of the gland with sexual precocity as a result. A 
dose of 2000 r had harmful effects on the pituitary in some of the adult rats used. 
In all cases in which 6000 r were administered to the pituitary, the animal died 
shortly after treatment. Four generations of the animals treated during pregnancy 
were followed up. Sexual maturity occurred within normal limits of time in all 
these animals. In none of them was there any evidence of a disturbance of the 
sexual system. This applied also to the progenies of animals, which had tolerated 
a dose of 2000 r to the pituitary during pregnancy. 26references. 1 figure. 2 tables. 


158. Hyperestrinism in Old Women. Report of a Case With Cortical and Medullary 
Hyperplasia of the Ovaries and Possible Adrenal Hyperactivity. nopentr ©. 
scuLLY, Boston, Mass. Am. J. Obst. & Gynec. 65:1248-56, June 1953. 


Postmenopausal hyperestrinism, a state characterized by bleeding from an 
actively hyperplastic or carcinomatous endometrium, swelling of the breasts, or a 
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pronounced rise in the number of cornified cells in the vaginal smear, may be 
associated morphologically with hyperplasia and production of new cells of endo- 
crine type in the ovaries. These cells, luteinized stromal cells and hilus (Leydig) 
cells, may be the manufacturers of estrogens in the postmenopausal ovary. It is 
possible that the adrenal cortex, too, can participate with the ovaries in the pro- 
duction of postmenopausal hyperestrinism and that both glands are stimulated by 
the anterior pituitary in such cases. A case is presented in which endometrial 
carcinoma and a pronounced estrogen effect in the vaginal smear of a 73 year old 
woman were associated with hyperplasia of both cortical and medullary stroma of 
the ovaries and the production therein of luteinized stromal cells and hilus (Leydig) 
cells. Despite hysterectomy and bilateral oophorectomy, the marked estrogen 
effect in the vaginal smear was still present two years postoperatively. This 
suggests that, excluding the rare possibility of ectopic ovarian tissue, the adrenal 
cortex, the only remaining gland capable of estrogen production in the body, must 
also have been and remained hyperactive. 15 references. 7 figures.—Author’s 
abstract, 


BOOK REVIEW 


Psychosomatic Approach lo Gynecology and Obstetrics. rrrvz WENGRAP, Springfield, 
Charles C Thomas, 1953. 


This interesting monograph is one of the bannerstone division of American lec- 
tures in gynecology and obstetrics. The work is devoted to the psychologic and 
psychiatric aspects of gynecology and obstetrics, and it deals with the differential 
diagnosis of functional disorders and the nature of functional illness. An extensive 
discussion of dysmenorrhea is given, followed by the pre- and postoperative care 
of neurotic patients. Section Five discusses the entire psychology of childbirth, 
including abortion and the author concludes with a discussion of psychotherapeuties. 

The weakness in all books of this character is that, while many case histories of 
the successful management of functional disorders in neurotic Women are adduced, 
there is very little discussion of the management of similar functional ’disorders 
in women who are not neurotic at all. 

To say that primary dysmenorrhea is generally a disorder of the psyche is to 
put the matter a little too strongly. It is true, however, that much can be done 
for the relief of suffering in women by well considered psychologic methods and 
Dr. Wengraf is to be congratulated for presenting this whole subject in a scholarly 
form with a great deal of understatement in his claims for psychologic care. 
Edward A, Schumann. 
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thorax, abdomen or limbs gave 
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